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THE EL PASO 
PASTEUR INSTITUTE 


12th Floor First National Bank Bidg. 


An institution for the preventive treatinent 
of rcbies. Conducted upon strictly ethical 


principles and the technique as outline. by 
Pasteur rigidly adhered to. 
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ALBUQUERQUE SANATORIUM 


Located in the heart of the great Southwest—the Land of Sunshine. Average 
annual rainfall less than 7 inches. Altitude moderate. On the main line of the 


Santa Fe. 


The open-air hygienic treatment of Tuberculosis is supplemented by artificial 
Pneumothorax and X-ray Therapy under the direction of a staff of 5 physicians 
trained in Internal Medicine. Special Facilities for Sun Baths. 

Private porches baths, bungalows and modern, fire-proo* buildings. 

On request, information will be given concerning accommodations available. 


W. A. GEKLER, M. D., Medical Director 


A. L. Hart, M. D. 


H. P. Rankin, M. D. 
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LAS ENCINAS 


PASADENA, CALIFORNIA 


A Sanatorium for the Treatment 
of General and Nervous Diseases 


LAS ENCINAS 


Climate ideal, cuisine excellent, outdoor recreation. 


Located in the foothills of Sierra Madre mountains, surrounded by 
a 20-acre grove of live oaks. Central building and private cottages with 
modern conveniences. Hydrotherapy, Electrotherapy, Baths and Mas- 
sage. Physicians and nurses in constant, attendance. 
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BOARD OF DIRECTORS: 


Norman Bridge, M. D.; H. C. Brainerd, M. D.; W. Jarvis Barlow, M. D.; 
F. C. E. Mattison, M. D.; Stephen Smith, M. D. 
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Write for beautiful illustrated booklet. 


STEPHEN SMITH, Medical Director 
Las Encinas, Pasadena, Calif. 
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A SPIROCHETICIDE 


NON-TOXIC IN THERAPEUTIC 
DOSAGE 


MERCUROSAL 


Indispensable as mercurials have hitherto proved to be 
in the treatment of syphilis, their employment has been 
tragically handicapped by the element of toxicity. 


Clinical and laboratory investigations have shown, how- 
ever, that Mercurosal, an organic synthetic compound of 
mercury, renders the lesion free from spirochetes when 
administered in therapeutic doses, and that it does this 
without apparent injury to the kidneys. 


Mercurosal contains ‘a high percentage of mercury 
(43.85%), and treatment with it should be begun with 
small doses—0.025 to 0.05 gram intravenously—the dose 
being gradually increased up to 0.2 gram, or to the limit 
of tolerance. For best results the patient should receive 
at least 0.3 gram every week, the treatment being kept 
up as long as may be necessary, in conjunction with bis- 
muth or arsphenamine; to secure a permanently negative 
Wassermann. 


MERCUROSAL is supplied in powder form in packages of 12 
and 100 tubes, in two strengths—0.05 gram and 0.1 gram to the 
tube. It is also available in the form of a solution (0.1 gram 
Mercurosal in 5cc of distilled water) in ampoules, ready for use. 


Ask for the booklet on Mercuresal in Syphilis. 
It will be sent by return mail. 


PARKE, DAVIS & COMPANY 


DETROIT = MICHIGAN 


MERCUROSAL IS INCLUDED IN N.N. R. BY THE COUNCIL ON 
PHARMACY AND CHEMISTRY OF THE A. M. A. 
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---to see our offices 
as others see them j 


J F TOMORROW you could see your own office 

for the very first time, as with the eyes 
of a stranger, you would notice many things 
that you don’t today. 

We are all too close to our work to sense our 
surroundings. We are too near to catch the 
deficiencies. 

But your patients are not. They have fresh 
vision. They are keenly observant. They make 
mental note of what you have and haven’t. They 
even go home and tell their friends. 


The 426-S, illustrated, is ideal 
equipment in offices that need 
only an instrument sterilizer 
(16”) with table and cabinet. 


Pacific Surgical Manufacturing Co, 
HOSPITAL and PHYSICIANS’ SUPPLIES 
320 West Sixth St., Los Angeles, California 2°74 


SS Be SPECIFIC, EMPHATIC— 
DEMAND Armour’s in prescribing 


ENDOCRINES 


Your patients are entitled to pure drugs. Your 
prestige as a diagnostician and therapeutist is, 
too. You:want results. Inferior goods are not 
dependable and will not give desirable results. 
Write Armour’s when using Corpus Luteum, 


Thyroids, Ovarian Substance, Pituitary Prod- 
ucts, Pituitary Liquid, Suprarenalin Solution and 
other organo-therapeutics. 

Write for our booklet on the Endocrines 


ARMOUR COMPANY 
CHICAGO 
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THE PROGNOSTIC INFLUENCE OF SURGERY UPON THE 
SANATORIUM TUBERCULOUS PATIENT 
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and 
F. J. Norpsy, M. D. 
Chief of Surgical Service U. S. Veterans’ Hospital, No. 55 
FORT BAYARD, NEW MEXICO 


Read before the Tenth Annual Session of the Medical and Surgical Association of the 
Southwest, held in Phoenix, Nov. 6 to 8, 1924. Published by Permission of the 
Director, U. S. Veterans’ Bureau, Washington, D. C. 


The opinion entertained by a consider- 
able number of able physicians and sur- 
geons is that pulmonary tuberculosis, espe- 
cially advanced active pulmonary tubercu- 
losis, is a positive contraindication for ma- 
jor surgical procedures; and, indeed, we 
have known physicians to consent only un- 
der most persistent pressure to such minor 
procedures as dental extractions for the re- 
lief of an alveolar abscess or severe pyor- 
rhea infections. 
us that this opinion is not sustained by 
facts, and most surgical operations may be 
performed on the tuberculous under proper 
conditions without undue hazard, if proper 
consideration is given to the following fac- 
tors, viz: (1) selection; (2) surgical judg- 
ment; (3) anesthetic; (4) surgical skill; 
(5) environment; (6) post-operative care. 
If these six conditions are complied with, 
improvement as pertains to the tuberculous 
and surgical disabilities is to be expected. 
- All surgical procedures in the presence 
of a tuberculous infection warrant profound 
and earnest consideration before approving. 
Granting that environment and post-opera- 
tive care are satisfactory, decision should 
rest upon one’s mental reaction to the ques- 
tions: (a) will the proposed operation en- 
able the patient to overcome his disability, 
or afford sufficient relief to warrant its 
undertaking, and (b) does the operator pos- 


Our experience convinces . 


sess the requisite judgment; for as Yount’ 
states, operations upon the tuberculous “re- 
quire the most scientific exactitude with 
highest surgical skill.’ We take it that 
“scientific exactitude” implies sound surgi- 
cal judgment. 


The extent to which other complicating 
conditions are influencing the course of 
pulmonary tuberculosis is not always easily 
determined, altho of the utmost conse- 
quence. This is especially true of abdom- 
inal complications. Furthermore, it is ob- 
vious that prognosis is proportionate to the 
gravity of the complications, and surgery 
is justified, if indicated, at such times as 
= therapy has not proved satisfac- 

ry. 

The basis of this paper is a series of 
cases operated on during the past two years 
at the U. S. Veterans’ Hospital No. 565, 
Fort Bayard, New Mexico. We have not 
included the specialties of the eye, nose, 
ear and throat. These cases have not been 
selected and include all that have been sub- 
jected to operative measures and who have 
gone thru sufficient time to permit of 
period study. In all tuberculosis existed. 
However, in order that our observations 
might be more thorough, the following de-’ 
parture from our routine monthly physical 
examination was established, to-wit: two 
weeks following the operation, and every 
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two weeks thereafter, if his condition per- 
mitted, the patient was given a thorough 
physical examination and all changes with- 
in the chest were noted and graphed. Daily 
clinical records of temperature, pulse, res- 
piration and important symptoms were car- 
ried forward on his progress sheet. Weight 
charts were routine. These procedures con- 
tinued over a period of three months, af- 
ter which the bi-monthly examinations 
were discontinued and the monthly physi- 
cals resumed. We regret that some cases 
did not have bi-monthly examinations dur- 
ing the three months preceding operations ; 
no case, however, was operated on that had 
not first been given thorough study and 
mature consideration. Medical therapy 
was maintained in all cases until its futil- 
ity was demonstrated, the only exceptions 
being a few cases of inflammatory abdomi- 
nal conditions, in which immediate opera- 
tion was deemed imperative. 

We have subjected 150 cases to study. 
These cases have been of major importance 
and pulmonary tuberculosis was still active. 
We have made a comparative study of a 
like number of active tuberculosis patients 
who were not operated on. It is to be 
noted in this comparison that in one group 
the severity of disability was due to pul- 
monary tuberculosis, while in the other 
group the pulmonary tuberculosis was com- 
plicated by a surgical condition which was 
doubtless influencing the progress, as per- 
tains to the pulmonary lesion. Ideal com- 
parisons would be to study a series of cases 
complicated by a surgical disability who 
were not operated on. This is obviously 
not possible. 

That we have not done more thoraco- 
plastic operations is due chiefly to the very 
satisfactory results obtained by artificial 
pneumothorax. We are not prepared to 
hold unreservedly with Alexander’. 

In these tabulations we have indicated 
the number and kind of operations enter- 
ing into our series. The absence of cases 
of bone surgery from the list is significant. 
One might expect that in an institution de- 
voted to the treatment of tuberculosis, and 
with the large patient body of Fort Bay- 
ard, that we would have a considerable 
number of tuberculous bone lesions. We 
have, but the results of properly adminis- 
tered heliotherapy and auxiliary measures 
are so eminently satisfactory that we sel- 
dom deem major surgery necessary. 

Our experience coincides with Cooke’ 
and Lower and Jones* in regard to the fre- 
quency of abdominal complications and the 
difficulties of their diagnosis. It. will be 
noted that 76 per cent of our operations 
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were abdominal sections. In connection 
with this, it is worthy of note that pain 
in the abdominal right quadrant occurs 
with increasing frequency as the pulmonary 
disease advances. In the right upper quad- 
rant, gastric and duodenal ulcer is, in our 
experience, the usual cause. 

We may here interpolate the statement 
that we now have under study a series of 
intestinal lesions which have been subject- 
ed to medical or surgical treatment or both. 
We find that the frequency of gastric and 
duodenal ulcer exceeds our conjectures. We 
hope in the near future to make this the 
subject of a paper. The surgical results 
have been almost uniformly satisfactory. 

It is a fact worthy of note that in five 
cases of thoracic aspirations we have had a 
mortality of 60%. These deaths have been 
dueeto the primary tuberculous toxemia and 
not to mixed infection which might have 
been incident to the operation. However, 
these cases were all undertaken because of 
doubt as to the justification of thoracotomy 
and because of the need for relief of cardiac 
and respiratory embarrassment. These 
cases came into the hospital and under ob- 
servation late in their clinical course. ° 

Appendicitis occupies by far the first 
position as a cause for abdominal section 
and comprises approximately 53% of the 
total number of cases. Pain in the lower 
right quadrant is most often due to this 
disease. Reflection, however, frequently 
gives birth to doubts which are often dis- 
concerting. We know, for instance, the ten- 
dency of tuberculosis to localize in the ileo- 
cecal region. They are low grade inflam- 
mations, generally, but prone to acute ex- 
acerbations and may at such times give 


.rise to symptoms closely simulating chronic 


appendicitis. A positive diagnosis often 
times is quite impossible, even by the most 
scientific and approved methods. We have 
had, for instance, cases of chronic tubercu- 
lous enteritis develop an acute appendicitis 
in which neither microscopic section nor 
guinea pig innoculation demonstrated the 
lesion to be tuberculous. Still another vari- 
ation is the chronic tuberculous appendici- 
tis exhibiting acute symptoms due to a 
non-tuberculous organism of a chronic dif- 
fused tuberculous peritonitis with localized 
symptoms indicating appenditicis. And 
finally, there is a clear-cut acute appendici- 
tis of varying etiological factor,—the typi- 
cal text-book variety. Regardless of the 
type, there will always be a period in which 
the decision for or against operation will 
sway in the balance, but eventually one 
must make the decision. We are agreed 
upon four cardinal points, which we believe 
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justify surgical intervention. They are: 
(1) pain which (a) seriously interferes 
with convalescence, or (b) requires the ex- 
tended administration of narcotics; (2) per- 
foration; (3) malnutrition amenable to sur- 
gical correction; (4) profound ‘toxemia di- 
rectly or indirectly attributed to malnutri- 
tion as the primal cause. The latter two 
are often closely related especially in those 
recurrent and acute exacerbations of chronic 
appendicitis in which we must frequently 
restrict the patient’s diet. His nutrition, 
thereby, becomes materially reduced, his 
resistance lowered and toxemia appreciably 
increased. Such a condition extending over 
a considerable period of time may not only 


retard, but completely block recovery from. 


his pulmonary tuberculosis. This is borne 
out conclusively, we believe, by reference 
to the appended tabulations. Efficient sur- 
gerv in these cases is surely indicated. | 

Because pulmonary tuberculosis is a 
chronic disease characterized by periods of 
exacerbation and remission, one is apt to 
err in his conclusions concerning the merits 
of any therapeutic measures undertaken. 
For instance, if a treatment is instituted 
at or about the time of a recession of symp- 
toms, the improvements will be attributed, 
in all probability, to the therapy and, per 
contra, if the time of its exhibition bears 
a similar relation to a period of exacerba- 
tion, this will likewise be attributed to the 
therapy. DeWitt’ has called attention to 
this fact. We believe, however, that in our 
series very few patients have suffered any 
serious setback from the operations, and 
by comparing a series in number and clas- 
sification in which no operation was under- 
taken, a greater number of relapses or re- 
activations have developed in the cases not 
operated upon. Of course, ideal compari- 
sons would require like surgical complica- 
tions not operated upon, all other conditions 
being equal. 

In the following tabulations, compari- 
sons are made numerically and in kind. 
There were no serious complications other 
than surgical. All tuberculous classifica- 
tions conform to the standard of the Na- 
tional Tuberculosis Association. Before 
proceeding to a review of the tabulations, 
it may be well to state the basis upon which 
the classification of the National Tubercu- 
losis Association is formulated: 

I. Minimal (formerly incipient) 

Slight or no constitutional symptoms. 
including particularly gastric or intestinal 
disturbance, or rapid loss of weight; slight 
or no elevation of temperature or accelera- 
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tion of pulse at any time in the twenty-four 
hours. 

Slight infiltration limited to the apex of 
one or both upper lobes, or a small part of 


one lobe. 


II. Moderately Advanced. 

No marked impairment of ‘function, 
either local or constitutional. Localized in- 
filtration, moderate in extent, with little or 
no evidence of cavity formation; or infiltra- 
tion more extensive than under Minimal. 
No serious complications. 

Ill. Advanced. (Formerly far advanced) 

Marked impairment of function, local 
and constitutional. Marked infiltration (or 
fibrocaseous infiltration or fibrosis) of an 
entire lung; or disseminated area of be- 
ginning cavity formation; or serious com- 
plications. Classification will depend upon 
total involvement, regardless of activity. 
Evidence of involvement of entire right and 
upper part of left upper lobe marks a 
patient as advanced, even though present 
activity be limited to the left apex. 
Tabulation 1. 

Minimal, 8%. 

Moderately advanced, 49% 

Advanced, 43% 

Classification: For both the operated 
and the non-operated cases. 

Tabulation 2. 
Appendectomy 
Aspiration of chest 
Gynecological ... 
Resection of cecum and asc. colon............ 
Breaking up of adhesions 
Gynecoligical 
Osteomyelitis 
Removal of foreign body 
Thoracotomy . 
Gastro-enterostomy 
Gastro-duodenostomy 
Treatment of fracture ... 
Excision of palmar fascia 
Inguinal adenitis ......... 
Orchidectomy 
Exploratory 
Thyroidectomy, partial 
Hemorrhoidectomy 
Incision and drainage of peri- 

rectal abscess...... 

Cholecystectomy 

Herniotomy . 

Resection of globus 

Gastric resection-partial mid gastric... 

Amputation of index finger T. B. 


Total 
Tabulation 3. 
According to Weight. 
Comparisons made of weights at en- 
trance and three months prior to operation. 


OPERATED NOT OPERATED 
Stationary 44% 84% 
Imereased 28% 86% 
Lost 28% 80% 


Comparisons made three months prior 
and three months post-operative. 


‘ 
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32% 29% 
39% 40% 
29% 31% 


Comparisons three months prior and six 


months post-operative. 


OPERATED NOT OPERATED 


18% 8% 
Incr aa 50% 45% 
Lost 382% 


Comparisons three months prior and one 
year post-operative. 


OPERATED NOT OPERATED 
21% 50% 
58% 50% 


Lost 21% 

In the study of these comparisons, the 
following facts are to be noted. The per- 
centage of weight loss is less in cases op- 
erated upon than in those not. The weight 
gain from entrance to three months post- 
operative, is less in the cases that were 
operated upon than in the non-operative 
cases. This is to be expected inasmuch as 
the loss of weight immediately preceding 
operation is usually cons‘derable and rapid. 
Considerable of this loss, however, is re- 
gained during convalescence. This state- 
rent is sustained by the facts that if the 
comparison in weights be made from a 
period of three months prior to operation, 
the cases operated upon then will show a 
percent gain over those not operated upon, 
and indicates in a measure the serious 
handicap of the complication. The weight 
three months prior to operation compared 
with the weight six months after opera- 
tion shows that a greater percentage are 
stationary and increased, while a smaller 
percentage have retrogressed in the oper- 
ated cases than in the non-operated cases. 
However, the same cases compared at the 
end of one year after operation, show 2 
greater percentage of both gain and loss in 
the operated cases, than in the cases not 
operated. 

Tabulation 4. 

According to temperatures. 

Comparisons made three months prior 
to operation and three months post-opera- 
tive. 


OPERATED NOT OPERATED 
50% 28% 
41% 60% 
Retrogressed .................. 9% 12% 


Comparisons made three months prior 
to operation and six months post-operative. 
OPERATED NOT OPERATED 
Stationary 38% 
Improved 36% 
Retrogressed 4% 26% 
Comparisons made three months prior 


to operation and one year post-operative. 


OPERATED NOT OPERATED 
50% 35% 
ogressed ...............--. 27% 
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Comparing the. surgical cases. three 
months prior to operation and three months 
after operation with non-surgical cases in 
the same period of time, we find that the 
cases operated on have a smaller percent- 
age of improvements and a smaller per- 
centage of retrogression and a greater per- 
centage of stationary than the non-oper- 
ated cases. 

The temperature range three months 
prior to operation compared to six months 
after operation shows a greater percentage 
of stationary and improved temperature 
and decidedly smaller percentage of retro- 
gressions in the operated than in the non- 
operated cases. 

The temperature range three months 
prior to operation compared to one year 
post-operated shows a decidedly higher per- 
centage of stationary and improvements in 
the operated cases when compared to the 
non-operated cases. There were no retro- 
gression in the operated cases at this time. 


Tabulation 5. 
According ‘to pulse. 
Comparisons made three months prior 
and three months post-operative. 


OPERATED NOT OPERATED 
49% 32% 
39% 40% 
Retrogressed .................. 12% 28% 


Comparisons made three months prior 
to operation and six months post-operative. 
F OPERATED NOT OPERATED 
Stationary 
Improved 
Retrogressed 8% 
Comparisons made three months prior 
to operation and one year post-operative. 


OPERATED NOT OPERATED 
Stationary .~..........:......... 44% 26% 
52% 87% 
Retrogressed ............:..:.. 4% 87% 


The pulse is the most sensitive indi- 
cator we have of the course of the disease. 
It is more sensitive than the temperature 
and requires greater discernment in draw- 
ing inferences. This is known to most clin- 
iciaris; time and place will not permit us 
to enter extensively into the reasons here. 
In brief, we may state that conditions other 
than tuberculosis doubtless have markedly 
influenced the rate. We would mention, in- 
cident to operation, mental excitement, an- 
esthetic drug therapy, trauma due to pro- 
longed operative manipulations, and ill un- 
derstood neurological factors both preced- 
ing and following operation. 

Tabulation 6—According to sputa. 

OPERATED NOT OPERATED 

Positive previous to operation ....32% 58% 

Negative previous to operation 68% 42% 
Positive previous to operation 
that became negative after 


3 months 8% 8% 
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Positive previous to operation 
that became negative 6 
months after operation............ 

Positive previous to operation 
that became negative 1 year 
after operation 

Negative previous to operation 
that became positive 3 
months after operation............ 

Negative previous to operation 
that became positive 6 
months after operation 

Negative previous to operacion 
that became positive 1 year 
after operation 5% 

Tabulation 7—Clinical condition. 

Comparisons according to anatomical in- 
volvement, regarding pulmonary tuberculo- 
sis, but not sufficient to warrant a change 
in classification. 

In this series, the cases were classified 
three months pritr to operation, as follows: 

Comparison made from entrance and 
three months prior to operation. 


12% 


None 


2% 


6% 


None 


OPERATED NOT OPERATED 
79% 100% 
Improved 12% 

* Retrogresed .................. 9% 


Comparisons made from three months 
prior to operation and three months post- 
operative. 


OPERATED NOT OPERATED 


13% 74% 
83% 20% 
Retrogressed .................. 4% 6% 


Comparisons made three months prior 
to operation and six months post-operative. 


OPERATED NOT OPERATIVE 
71% 50% 
Improved 36% 


Retrogressed 
Comparisons made ives months prior 
and one year post-operative. 


NOT OPERATED 


22% 
Retrogressed 33% 


Ninety per cent of the cases in this 
series which were retrogressing before op- 
eration, have shown clinical improvement 
since operation. 

Fifty per cent of the cases in this series 
which were stationary before operation, 
have shown improvement since operation. 

Over a corresponding period of time, 
patients who were not operated upon show: 


Stationary 2% 
Improvement 34% 
Retrogressing 65% 
Tabulation 8.—Present Status. 
OPERATED NOT OPERATED 

Stationary 9% 2% 
538% 52% 
Retrogressed .................. 38% 46% 


With reference to this tabulation it is 
to be noted: (1) The cases that have been 
stationary were of minimal classification. 
(2) Those cases that have shown improve- 
ment were of moderately advanced classi- 
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fication, and (3) Those that have retro- 
gressed were of advanced classification. 

Of course, it would be absurd to con- 
clude that the mere fact of a surgical op- 
eration was the sole cause for the improve- 
ment. An equally important factor is prob- 
ably the enforced rest which the patient 
with a surgical disability is compelled to - 
undergo, because of the increased discom- 
fort and pain. This results in a mental and 
physical discipline which is so difficult to 
maintain in this particular type of patient. 
Attention is directed to the rapid loss of 
weight in the three months immediately 
prior to the time of operation. Up to this 
particular period the courses of the surgical 
and non-surgical cases are fairly parallel. 
The non-operative cases, however, continue 
their downward curve with acceleration on 
to the end of the clinical course herein re- 
corded, whereas following the operation 
there is a progressive gain on the part of 
the cases operated upon, which continued 
to the end of the history of the cases. 

Tabulation 9. 

Increase in involvement in operated 
cases. 

Two cases in a total of 150 went from 
Class 12 to Class 13, between three months 
and six months after operation. No other 
cases showed an increase that would war- 
rant a change in classification and five 
cases out of 150 went from Class 12 to 
Class 13, in non-operative cases. 

ANESTHETICS 

Yount’ states, “There are three schools 
concerning the anesthetic of choice; (1) 
those using ether or some combination of 
it, (2) those using nitrous oxide and oxy- 
gen, and (3) those using local, regional or 
special anesthetic.” We believe that the 
anesthetic to be employed in every case of 
pulmonary tuberculosis is a matter of ma- 
jor consideration and that ether anesthesia 
is fraught with hazards both immediate 
and remote, not incident to nitrous oxide 
and oxygen. In this we are supported by 
such eminent surgeons as William Archi- 
bald, the elder Ochsner, George W. Crile, 
and Leonard Freeman. The experience of 
these men in operating upon the tubercu- 
lous is most extensive. There are many 
other surgeons equally prominent who hold 
with them. That distinguished anesthetist, 
Gwathmy’ states that “tuberculous patients 
do better with some other anesthetic, and 
elderly people do not usually take ether well 
because of the degenerate state of their cir- 
culatory and respiratory systems.” This 
last statement is particularly significant in 
cases of tuberculosis because we know both 
functional and structural degeneration al- 
ways exists-in pulmonary tuberculosis. 


\ 


50 
Sallman' is in full accord with all of the 
authorities quoted, and adds that in ad- 
vanced pulmonary tuberculosis ether is 
especially contra-indicated. On the other 
side, however, we have Sauerbruch and A. 
Brunner’ and their followers, on record as 
stating that ether is not only not harmful 
but because of its allergic action, decided- 
ly beneficial. Riviere’, commenting on 
Sauerbruch, states that he has a post-oper- 
ative mortality—immediate—of 2 per cent, 
and that 12 per cent died within the first 
three weeks, from aspiration pneumonia or 
tuberculosis of the better lung. We feel 
that his post-surgical mortality might be 
considerably reduced, even by an operator 
of his acknowledged supremacy, by the ad- 
ministration of a local anesthetic, as ad- 
vised in the technic of Hedblom”, or the 
oxygen and nitrous oxide method of that 
same surgeon. 

Ether was used in 24% of cases. It is 
rather disquieting to note that 17% of 
cases have shown retrogressions following 
the administration of ether. True, there 
was considerable handling of viscera, neces- 
sitated by a thorough exploration of the 
abdominal contents, and possibly trauma 
may have been a factor. We ask whether 
the complete relaxation produced by ether 
(compared to the moderate rigiditv inci- 
dent to nitrous oxide-oxygen anesthesia), 
whereby more thorough and possibly bet- 
ter surgery may be done, especially in the 
upper abdomen, is offset by the greater mor- 
tality and morbidity following the use of 
ether? We are inclined to the opinion that 
responsibility for the unhappy results rests 
in part upon our selection of ether as a 
general anesthetic. 

Nitrous oxide was used in 6% of our 
cases. There were no retrogressions fol- 
lowing ‘these operations. 

Novocain was used in 10% of our cases. 
All operations unon the thoracic region. 
thvroid gland and appendix, we performed 
under this analgesia. Of the cases we have 
operated under local analgesia 26% have 
shown retrogression. These results may be 
exvlained by the fact that all the cases 
which have shown retrogression were ad- 
vanced active cases of pulmonary tubercu- 
losis and retrogressing before operation. 

Eleven of the cases operated upon were 
in active pulmonary hemorrhage at time of 
operation and operative treatment was 
withheld until their condition made surgica! 
procedures imperative. 

One case was in acute pneumonia, com- 
plicated by an acute suppurative appendici- 
tis, yet this case made a wholly uneventful 
recovery both from his pneumonia and the 
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surgical condition, and has shown no retro- 
gression. 

Two cases having an idiosyncrasy to 
novocain were operated, one under ether 
and the second by pressure nerve block 
with normal saline solution with adrenalin, 


supplemented by a large dose of morphine. 
DEATHS 


(1) One case died in less than one 
hour following operation for intestinal per- 
foration with general peritonitis. The 
cause of death was surgical shock(?) 

(2) One death 16 hours after general 
exploratory and appendectomy. Cause of 
death was cerebral embolism. 

(3) One death from general septice- 


.mia. The patient was an advanced case of 


pulmonary tuberculosis complicated by a 
violent gonorrheal urethritis. The opera- 
tion was for a ruptured appendix with dif- 
fuse streptococcic peritonitis at time of op- 
— Death occured during the eighth 
ay. 

(4) One death at 45 hours after oper- 
ation in a posterior gastro-enterostomy for 
duodenal ulcer. Cause of death was hem- 
orrhage. This patient moved about in bed 
against instructions. Post-mortem exam- 
ination showed that the hemorrhage oc- 
curred at the site of the ulcer in the duo- 
denum. Possibly this may have been 
caused by manipulations at time of op- 
eration. 

(5) One case died four months after 
a simple colostomy for a perforated tuber. 
culous ulcer of the cecum. This man de- 
veloped acute severe symptoms and was 
operated as an emergency. He had a per- 
forated ulcer of the cecum with peritonitis. 
Colostomy was done and drainage estab- 
lished, after which he lived four months 
and died of toxemia due to tuberculosis; a 
terminal case before surgical complications 
arose. 

(6) One case died three weeks after 
appendectomy for acute appendicitis. This 
patient had been considered a terminal case 
for several weeks and was in severe pul- 
monary hemorrhage at time of operation. 
If considered as chronic appendicitis, no 
one would have given an operation any 
consideration, but symptoms arose which 
made him face a death of peritonitis. 
Under local analgesia a gangrenous appen- 
dix was removed. The patient completely 
and uneventfully recovered and made a 
surgical convalescence and -was_ entirely 
— from his abdominal condition when he 

ied. 

As a surgical risk, he was a most for- 
midable spectacle, in hemorrhage, with a 
chest literally riddled with tuberculosis, 
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raultiple cavitation in both lungs, yet to 
operate him for his acute abdominal condi- 
tion was an act of mercy only. 


(7) (8) (9) Three cases have died of 
tuberculous toxemia following aspiration of 
the chest for tuberculous empyema. As- 
piration was done to relieve cardiac and 
respiratory embarrassment. Death  oc- 
cured at four, five and six weeks respec- 
tively. 

(10) One died of toxemia and possibly 
general septicemia, six weeks after a par- 
tial thoracotomy with resection of portions 
of ribs for abscess of the lung. 

(11) One death from myocardial fail- 
ure in an advanced case of pulmonary tu- 
berculosis, who had been operated for 
chronic appendicitis. This patient died on 
the fiftieth day following a severe attack 
of coughing. There was no evidence of 
any complications or infection of the op- 
erative field. 

There has been a total of eleven deaths 
to date—giving a total mortality both im- 
mediate and remote of 7.3%. However, 
only five of these deaths occured in the im- 
mediate post-operative period, which brings 
primary operative mortality down to slight- 
ly over 3%. We feel when the increased 
hazard, due to the pulmonary lesion, is 
considered, that our mortality is within 
reasonable limits. 

INFECTIONS 

Two deaths were due to general infec- 
tions, however these cases were undoubted- 
ly septic before they were operated upon. 

In the entire series we have had three 
stitch abscesses, or 2%, and inasmuch as 
one of the hazards which is to be consid- 
ered in operating upon the tuberculous, is 
the frequency of secondary infection, due 
to lowered resistance, both locally and con- 
stitutionally, we feel that our percentage 
is within reasonable limits. 

CONCLUSIONS 

1. The analysis of the cases herein 
presented. warrants the conclusion that 
surgical procedures, when indicated in the 
tuberculous, should be instituted and the 
presence of tuberculosis is not necessarily 
a contraindication. 

2. The belief that advanced active pul- 
monary tuberculosis contraindicates surgi- 
cal procedures, except for the relief of dis- 
tressing symptoms, is not necessarily true. 
Surgical procedures may remove the bar- 
rier preventing clinical progress toward im- 
provement of the tuberculous condition. 

». 8. Cases of pulmonary tuberculosis 
who do not respond favorably to treatment 
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may be divided into two classes. In one 
class the clinical condition is principally 
primary and is not met by adequate re- 
sistance. The majority of such cases fol- 
low an unsatisfactory course. In the sec- 
ond class the severity of the pulmonary 
condition is due, in part, to aggravation 
from a surgical complication. In this class 
of cases operative measures may be safely 
carried out, provided that due consideration 
be given to proper choice of anesthetic, pre- 
liminary preparation including prolonged 
rest, and prolonged post-operative care. 


4. Ether as an anesthetic should be 
used only in those cases in which an anal- 
gesia is not expedient, as for instance, in 
operations of the upper abdomen and to 
facilitate surgical explorations. Because in 
these cases complete relaxation is essential 
to thorough surgical work. 


5. The analysis of the post-operative 
clinical course of the advanced tuberculous 
cases justifies the conclusion that operative 
procedures, when indicated, should be un- 
dertaken as early as feasible. It is obvious 
that favorable prognosis will be proportion- 
ate to the degree of the patient’s physical 
well being, prior to the institution of op- 
erative treatment. 


6. Even in the terminal case, where 
surgical complications are causing actual 
suffering, the patient is entitled to surgi- 
cal relief, the prospect of prolongation of 
life and even partial recovery, counterbal- 
ancing the possibility of acceleration of 
the disease. 

(NOTE:—The discussion of this paper will be 


published in a subsequent issue, when Dr. K. D. 
Lynch’s paper on “Kidney Tuberculosis” is pub- 


lished. The two papers were discussed together.) 
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DIAGNOSTIC DIFFICULTIES IN THE RIGHT ABDOMEN 


A. L. BuiesH, M. D. F. A. C. S. 


OKLAHOMA CITY, OKLA. 
(Read before the Medical & Surgical Association of the Southwest, at its tenth annual 


The right side of the abdomen is often 
referred to rather loosely as the surgical 
side of the abdomen because it domiciles 
those very frequently surgical organs, the 
gall tract, especially the bladder, and the 
appendix, and it is the site of most acute 
abdominal conditions due to visceral per- 
forations. These perforations giving rise 
to acute abdominal crises, occur in their 
order of frequency as follows: 

1 The appendix. 

2 The gall bladder. 

3 The pylorus, including the duodenum. 


Of course, there are other acute condi- 


tions besides perforations, mainly inflam- 
matory, which give rise to surgical emer- 
gencies in the right side of the abdomen 
and some, tho not nearly so many, in the 
left side. 

The two sides of the abdomen have in 
common the following viscera, kidneys and 
ureters, small and large bowel, ovaries and 
tubes. In addition, the right side houses 
the liver and bile tracts, the pylorus and 
duodenum which, although almost midline 
located, still, by virtue of the mesenteric 
water shed, become surgically right sided. 
The left side, in addition, contains the 
spleen, which, however, is relatively rarely 
surgical and rarely exhibits sharply defined 
surgical indications. 

But it is not with the surgical acute 
conditions that we wish to deal in this pa- 
per. 
Acute surgical abdominal conditions are 
not usually difficult of diagnosis and they 
afford surgical indications so great that im- 
mediate operation is usually imperative, 
and therefore in these, diagnostic errors are 
of less importance. Chronic conditions on 
the other hand offer much greater diagnos- 
tic difficulties and operation may or may 
not be indicated. 

Attention is called to the difference in 
the viscera of the two sides briefly in order 
to give us an anatomical basis from which 
to proceed. 

It is humiliating to the surgeon and 
most disappointing to the patient to still 
have the pain in the southwest quarter of 
his abdomen after he has paid for having 
his appendix removed. In reviewing the 
histories of some 15,000 surgical cases 
among which many had had their appendic- 
es removed elsewhere and many of our own 
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cases, in number altogether about 5000, 
forty percent still were complaining of the 
same syndrome for which the operation had 
been done. Most of these chronic suffer- 
ers had been passed from one to another © 
doctor with diagnosis of “adhesions.” Not 
a few of them had been operated and re- 
operated for “adhesions,” each and every 
surgeon finding what he had diagnosed, all 
of which had done the patient no good. 

If our surgical work has taught us any- 
thing clearly, it is to more and more firmly 
establish an aphoism uttered several years 
ago by the author. That is “adhesions 
never cause trouble or give rise to symp- 
toms no matter how massive unless they 
interfere partially or completely with the 
drainage of a tubular viscus or compress a 
sensitive organ.” Most of the trouble aris- 
ing from adhesions are sudden and colos- 
sal and constitute surgical emergencies of 
tremendous magnitude. These things have 
been matters of surgical experience and op- 
erative demonstration. They are mentioned 
only because we have all sinned. Let us go 
and sin no more. Let us be honest with 
our patients, honest and big enough to say 
“we do not know” when such is the case. 
But let us not say we do not know until we 
have exhausted every means to find out. 

THE CHRONIC APPENDIX 

So pessimistic has the writer become 
after reviewing histories concerning opera- 
tion for chronic appendicitis, and studying 
reports from other Clinics that he had al- 
most come to believe that the term chronic 
appendicitis was a colossal hoax to all con- 
cerned, surgeon and patient. Four in every 
ten of these patients had been misoperated. 
Worse -still, even with the abdomen open, 
the diagnostic error was not corrected. 

Deaver says that the scalpel is the great- 
est diagnostic instrument in the world. 
Perhaps so, but it has never been known 
to have any cerebral organization worth 
mentioning. 

Case Report: Mrs. X. a concrete and actual 
case tho her name is legion and will type many, 
has suffered with a periodical pain in right lower 
abdomen, associated with soreness since early 
childhood notwithstanding she has had two op- 
erations, one of which completely unsexed her, 
for its relief. First, during childhood her appendix 
went by the board. Later her ovaries suffered 
vicarious sacrifice. Radiograph showed why re- 
lief was not obtained, there being a stone in the 


right ureter. An extraperitoneal uretero-lithotomy 
gave immediat2 relief, 
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A stone in the right ureter is one of 
the most frequent causes of error in the 
diagnosis of chronic appendicitis. While 
its’ diagnosis is simple it cannot by any 
means always be done clinically and re- 
quires the association of the surgeon with 
the urologist and the radiologist. But 
there are clinical hints which should put 
the surgeon on guard. The first of these 
will be found in the urinalysis. During an 
attack red blood cells, generally only in 
microscopic numbers, will be present. Pus 
cells in old cases are also common. Either 
should always be traced to their source, and 
most emphatically should not be ignored. 

As in this case, a small, tender, moder- 
ately movable mass could be felt through 
the anterior vagina] wall on a line with the 


right ureter about one inch from the blad- 


der. While but few ureteral stones can 
thus be palpated for the simple reason that 
not all are located within reach of the fin- 
ger, yet always they should be diligently 
sought. A little time will be consumed in 
these various examinations and special skill 
must be possessed or available, but if sur- 
gery is not to fall into disrepute in the lay 
mind, which at present it is dangerously 
near to doing, he who essays to be a sur- 
geon must so equip himself. Even renal 
calculi will deceive very astute clinicians 
as the following case occuring in the wife 
of a physician will show: 

Case, Mrs. H. The wife of a prominent and 
able physician, aged 40, was brought to the Clinic 
for an operation for chronic appendicitis. No pre- 
vious history of stomach or urinary disturbances. 
The present trouble began four years ago with at- 
tacks of pain over the appendiceal area accom- 
panied by nausea, vomiting and soreness. For the 
past year the pain and soreness have been more or 
less constant. 

The abdominal physical findings are negative 
except for a rather high soreness in the right low- 
er quadrant. Blood count normal. Urinalysis 
negative. 

This being a chronic case it was suggested 
to the husband that a little time should be taken 
in having a thorough work-out of the case. He, 
however, was positive that the diagnosis of chronic 
appendicitis was correct and insisted on an im- 
mediate operation. He being a physician of high 
ability, the writer yielded and removed what to 
him seemed to be a perfectly normal appendix. 
Convalescence was uninterrupted. Four months 
later she was brought back with the same syn- 
drome which had been interrupted only as long as 
the operative soreness had lasted. Now we did 
what should have been done before operating at 
all, regardless of the stand taken by her husband, 
even though he were a physician. Radiography 
showed a stone in the kidney pelvis. 

A pyelo-lithotomy gave her complete relief. 

As this case demonstrates and as is well 
known, a stone may be domiciled in the 
pelvis of the kidney without giving clinical 
or laboratory evidence in the urinalysis, of 
its presence. 


Case No. 3 is a four-year-old girl who was 
taken ill rather suddenly with pain in the right 
side of her abdomen, tenderness, no muscular 
rigidity, (not a dependable symptom during child- 
hood) nausea, and vomiting, and fever to 103. The 
family physician was called, diagnosed acute ap- 
pendicitis and wanted to take her immediately to 
the hospital and remove her appendix. To this 
the mother objected, very sensibiy on the ground 
of insufficient examination. Yet this case being 
acute gave much justification for the diagnosis 
and urgent advice for immediate operation. Dan- 
ger might lurk in delay. But just one little 
thing was overlooked which would have stayed 
the surgeon’s hand and prevented a worse than 
useless operation—a urinalysis. When she was 
brought to the Clinic this was done while the 
clinical examination was being made and the re- 
port came back—‘many pus cells in each micro 
scopic field.” In passing it is not amiss to say 
that the blood showed a leucocytosis, of course, 
for she had an acute pyelitis, right. 


This case was treated to a cure by Dr. 
Mraz, head of the Urological Department 
in association with the Internal Medicine 
Department. 

Our fee was not as large, nor earned so 
easily as could have been by an appendec- 
tomy, but the little patient was cured and 
not risked. Let us say that the chief end 
of surgery is not do a surgical operation, 
but to cure a patient. This case then il- 
lustrates a certain part of our forty per- 
cent failures. 

The chronic cases of pyelitis are a more 
frequent source of confusion. The cases 
present a long history in very many ways 
quite like that which we are taught to be- 
lieve is the clinical syndrome of chronic ap- 
pendicitis. Intermittent attacks of right 
lower abdominal pain, often a little fever 
during attacks, not infrequently slight nau- 
sea, constant soreness and rarely rigidity. 

The work in our Clinic bears me out in 
asserting that no case of this kind should 
be appendectomized before the right renal 
tract is exonerated. 

An extremely large number of these 
cases come to the Clinic after the appendix 
has been removed without any, or at best 
only a short, respite from their complaint. 
Always without an exception which I can 
now recall they have been told that this re- 
occurence of pain is due to the formation 
of “adhesions.” Some of them have been 
re-operated ‘to relieve these “adhesions” 
without result. To demonstrate most con- 
vincingly to an audience of surgeons the 
truth of the aphorism mentioned above, it 
is only necessary to ask, if there is a sur- 
geon present who has ever seen permanent 
relief follow a lysis of intra-abdominal ad- 
hesions, except where this rule applied. 
Certainly it will be admitted that operations 
for adhesions is a sorrowful enough surgi- 
cal chapter. 

In arriving at a correct diagnosis in 
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practically all chronic intra-abdominal le- 
sions it is necessary to divest our minds of 
the so-called classical text book clinical pic- 
tures. They rarely occur in real life. An- 
atomically there is a sufficient reason that 
this is so. ; 

Experimentally it is being demonstrat- 
ed that most of these chronic infections, to 
say nothing of the acute, are bloodborne. 
Moreover in the right abdomen we find 
that at least the pancreas, liver, gall blad- 
der and stomach are unfortunate in having 
terminal facilities in common. In chronic 
disease of any one, the others can scarcely 
long escape. So it is that the complaint of 
the disease often is but a babel of voices 
out of which, only now and then, can a 
word be understood and it requires a clini- 
cal linguist to do that. Plainly ‘then it is 
the exception that in chronic disease one 
organ alone is involved. ; 

Next we must approach these cases di- 
agnostically from every possible angle and 
avail ourselves of every special diagnostic 
means. Right here in this field lies the 
urgent necessity for “group practice.” But 
a coordinating head is necessary to effec- 
tively wield this two-edged weapon. 

In this particular trouble a perfectly 
competent urologist is a necessity. With 
the aid of such, a differentiation is easy, 
provided the surgeon will cooperate to the 
extent at least of not being in too great 
haste to operate and even to be willing to 
forego operating at all. 

The laboratory aids us here and serves 
to emphasize the fact that our pathologist 
must be an integral part of our clinical or- 
ganization. 

These cases of chronic pyelitis will ac- 
count for a goodly percentage of our trou- 
blesome forty percent. 

STRICTURE OF THE URETER 

Here we are approaching a question 
which, ever since Hunner made his prelim- 
inary announcement that stricture of the 
ureter is a clinical entity, has stirred up 
considerable controversy. On the Atlantic 
coast, north of Baltimore, it is difficult to 
be believed that any thing good can come 
out of this medical Nazareth. But as out 
of the Nazareth of old, something good did 
come in spite of the prophets, so the pro- 
fessional world is fast admitting that this 
Baltimore Nazareth has produced some- 
thing worth while. 

Whether ureteral stricture is the result 
of a stone present or already long past, or 
due to an infection from a distant focus, or 
whether both the stone and the stricture 
are end results of the infection does not 
concern us here. The fact that it exists 
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and gives rise to symptoms which mimic 
closely the chronic appendix syndrome and 
that many appendices have been removed 
on its account is of importance to every 
conscientious surgeon who may be thus 
misled. 

Case No. 4 clearly visualizes just such a case: 
This patient, a young married woman, was sent to 
the Clinic for operation as a case of chronic ap- 
pendicitis. Her clinical story which I need not 
burden you with now, could very well have been 
interpreted as that. But the point is that she 
was not a surgical emergency and did not have to 
be operated upon immediately and, as it turned 
out, not at all. The blood showed no leucocyto- 
sis but the urine did show several pus cells to 
the field which decided the surgeon to refer her 
to the urological department for a urinary work- 
out, the result of which was that pyelography 
showed definite ureteral stricture. The patient has 
had complete relief by dilation of the stricture 
and the surgical department has seen nothing more 
of this case. 

This case illustrates many, some of 
which have come already relieved of the ap- 
pendix but not of the pain, and is typical. 

Into this category will go a not incon- 
siderable number of our forty percent fail- 
ures. 

ACUTE RENAL COLIC 

Illustrative Case: Sent in as acute obstruction 
of bowels, Mr. A., a driller in the oil fields, age 47. 
Negative family and personal history. 

Present attack began fifty hours ago, follow- 
ing heavy lift, with severe abdominal cramps. No 
nausea until a hypo of morphine was given. No 
fever. Moderate amount of soreness. Bowels 
had been regular before attack. Had moved 
but little since attack. Passes a little flatus. 

Examination of the patient shows a muscular 
man, negative in every way except for moderate 
abdominal disiension. Operation deferred. 

This case illustrates defective history 
taking. The first examination from which 
above history is copied was made in the 
night and was only intended to elicit wheth- 
er an immediate operatioin should be done. 
After twenty-four hours rest in the hos- 
pital the following appears in the history 
of the case in the handwriting of the 
author: 

“Upon close questioning the patient gives a 
clear history of frequent and painful urination of 
a few drops of urine during the attack of pain 
and while enroute on the train. Also, that while 
on the train a small body of some kind suddenly 
popped out the meatus while he was straining, 
after which there was cessation of pain. The 
above history convinces me that there has existed 
a latent stone in the ureter which was started 
on its bladderward migration by the violent lift 
recorded in above history. That the stone was 
passed enroute. It is recommended that this pa- 
tient be referred to the urological department 
for study. Ureteral stricture suspected.” 

Pyelography showed a moderately di- 
lated ureter with stricture about 114 inches 
from the bladder. This is the point of 
election for the lodgement of calculi and 
also fcr the location of stricture. 

What interests us in this case is why a 
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perfectly competent physician should have 
diagnosed the case as one of obstruction of 
the bowels. Intestinal paresis is the ex- 
planation. Any severe pain reflected thru 
the sympathetic abdominal nerve supply 
(solar plexus) will most certainly produce 
intestinal paresis than which at times there 
can be no completer intestinal obstruction. 
In a post-operative way we are all familiar 
with this phenomenon. There is no use 
whatever in hammering a paralyzed bowel 
with cathartics. In fact it is as harmful as 
whipping an exhausted horse to make him 
pull. 

In the beginning it differs from me- 
chanical ileus in that the paretic belly is as 
silent as the grave, while the mechanical 
obstruction is noisy. But the history alone 


will send you in the last stage of mechani- 


cal ileus for now, too, the exhausted bowel 
has become paretic. 

This man presented a paretic ileus when 
the doctor saw him first; his bowels would 
not respond and he overlooked the history 
which would have set him on the right 
road. There were two finger posts in this 
case: 1. The history of frequent painful 
urinat‘on. 2. That a silent abdomen so 
early could not mean a mechanical obstruc- 
tion. 

The renal tract, although not intra-ab- 
dominal, is closely associated with the in- 
tra-abdominal viscera through the sympa- 
thetic as well as cerebro-spinal nerve sup- 


ly. 
- TUBAL AND OVARIAN DISEASES 

Contrary to the usual rule that acute 
diseases are more easily diagnosed than 
chronic, an acutely inflamed right tube is 
very often mistaken for an acute appendici- 
tis. History is not reliable here, for what 
woman will admit that she has been ex- 
posed to gonorrhoea? Moreover, she may 
be the innocent victim and the physician 
is of necessity handicapped in his quiz. Oc- 
curring in a young unmarried woman the 
difficulties of the problem are enhanced. 
But the need of an exact diagnosis is not 
imperative here since both an acute appen- 
dix and an acute tube are surgical, and both 
are intra-abdominal. The median lower in- 
cision should be the one of choice anyway 
in the female. 

Chronic salpingitis, suppurative or non- 
suppurative, should offer no _ difficulty. 
Moreover the rule holds good that with 
right salpingitis the appendix is secondar- 
ily involved. The same caution as to loca- 
tion of incision holds here as in the acute 
tube. 

Ovarian Disease, especially cystic de- 
generation, is not nearly so common as we 


formerly were taught. Indeed small cysts 
of the ovary are so common that they must 
be normal. Resections are growing less 
frequent in the hands of the experienced 
surgeon. The removal of normal ovaries— 
the Batty operation—is fortunately now 
relegated to the realm of empiricism. No 
real surgeon today will remove an ovary 
without apologizing and having his alibi 
well prepared in advance. Yet sometimes 
it is dene, the surgery of it is so easy and 
the patient makes such a smooth operative 
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It is the contention of the writer that 
forty percent of failures to relieve patients 
who have submitted to an appendectomy is 
too large a margin of error. What applies 
to the appendiceal operation applies with 
equal force to other chronic lesions of the 
abdomen. Chronic conditions require far 
more surgical judgment than the acute. 
These constitute operations of election and 
choice and afford time and opportunity for 
study. 

In our Clinic we have found that the 
commonest error is confusing right renal 
and ureteral diseases of one and another 
kind with chronic appendicitis. Another 
common error is to remove the appendix 
for chronic gall tract disease. Of course 
this error is unpardonable since a general 
exploration of the abdomen is always called 
for in all chronic surgical conditions and 
since the two conditions especially are so 
frequently associated. 

Ureteral stricture, of renal tract trou- 
bles, is the most frequently mistaken, 
since it is not universally accepted as an 
entity and since the diagnosis of it requires 
special skill. In the experience of our 
Clinic, right renal tract disease will account 
for at least half the erroneous diagnoses 
of chronic appendicitis. 

In the east, especially, ileo-cecal valve 
incompetency has been stressed. We have 
made it a point in the gastro-enteric x-rays 
and operating table studies to study these 
cases in connection with the clinical his- 
tory before and after operation, utilizing 
all abdominal cases coming to operation. 
We have not yet been able to form a clinical 
or symptomatic picture or to conclude that 
it gives rise to symptoms at all. To sum 
up then we would say: 

1. That since confusion in diagnosis 
is commonest in chronic ailments and since 
these are rarely urgent and since forty per- 
cent of these are operated erroneously in 
the country at large, more time should be 
given in their preoperative study. 

2. The operation for chronic appendici- 
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tis is scarcely any longer justifiable with- 
out first having excluded the right renal 
tract by special examinations. 

38. That “adhesions” have long enough 
borne the onus of faulty diagnosis and in- 
adequate or unnecessary operations. 

4. Intra-abdominal operation for 
chronic conditions implies a _ gentle but 
thorough general exploration. While this 
is “old stuff” it is not in our experience, 
being observed except in the hands of the 
few. We have found that at times the 
only satisfactory exploration of the stom- 
ach necessitates a gastrotomy. 

5. Satisfactory chronic work is no 
longer a one-man job but requires the close 
cooperation of all the specialties. This can 
be accomplished fairly well by staff coop- 
eration of hospital staffs, but the most 
shining example of the best type of co- 
operation is exemplified in the work of 
great Clinics familiar to all of us. In such 
a Clinic all the evidence adduced by the spe- 
cial examinations comes under the review 
of an able clinician who then sees the 
patient as a whole and directs the course 
to be followed. 

6. We must not think of the patient as 
a subject, the purpose of which is to fur- 
nish the surgeon an operation. The opera- 
tion, if necessary, is for the patient, not 
the patient for the operation. The opera- 
tion should be reasonably certain of re- 
lieving the patient of his symptoms and 
the surgeon should be reasonably sure it 
will do so before advising it, or it should 
be frankly exploratory. If the latter, every 
limitation in the patient’s interests should 
be thrown about it. 


DISCUSSION 

DR. P. G. CORNISH, Jr., Albuquerque, N. M. 
(Opening): Dr. Blesh’s paper has been very com- 
prehensive. It, of course, has taken up the points 
one by one that will always be considered in 
chronic abdominal conditions. In my experience I 
have seen a good many cases, particularly of the 
renal tract, or rather the urinary tract, which have 
been operated on for appendicitis without any con- 
sideration of that part of the tract. I remember 
one case of a stone in the left kidney which had 
been diagnosed as appendecitis; the pain had been 
in the right side, but the doctor said it was reflex 
pain. These are things which make us rather 
ashamed of some of our methods of medicine and 
err. and more desirous of really thorough 
work. 

There is one condition in the Southwest that 
makes it a little more difficult to go into these cases 
more thoroughly, and that is the fact that there is 
not a great deal of money; our patients are not 
wealthy. We do not have large clinics, etc., where 
laboratory work and x-ray work can be done with- 
out a great deal of expense to our patients. That 
is a handicap, but I think that with a more careful 
study, and with the thought in mind that probably 


-an operation is not necessary, these things can 


probably be overcome. In cases where it is abso- 
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lutely necessary they can usually be obtained free 
of charge to the patients in a great many cases be- 
cause our laboratory men will cooperate with us in 
those things. 

I think one point Dr. Blesh did not emphasize 
particularly was the x-ray examination, which, to 
my mind, is quite important; it is more important 
in the positive cases than in the negative cases. 
Quite often there will be a negative intestinal ex- 
amination and yet with a diseased appendix. The 
physical examination is, of course, very important. 

I have an opportunity to examine a great many 
normal young men. I find that in most of them 
there is considerable tenderness over the iliosacral 
region, a great deal more than in any other part of 
the abdomen. I think this in itself is one of the 
causes of our 40% of operations which Dr. Blesh 
quotes. I think I have heard it quoted as being 
really higher than that. But that diagnosis of the 
right lower is a very common thing, and I think 
leads to erroneous diagnosis in many cases. 

Dr. Blesh’s paper has taken up most of the points 
and I am very glad to have heard it. It reflects 
my sentiments and desires along those Ilnes abso- 
lutely, and I wish it could be heard by more of the 
doctors. 

DR. M. K. WYLDER, Albuquerque, N. M.:I think 
this paper is certainly a very timely one, and, as 
Dr. Cornish said, I regret that it was not read be- 
fore the crowd went home. 

Every community,—and I am judging the others 
by my own, of course,—has some trained fellow who 
thinks that every part of the abdomen is the ap- 
pendix. He has learned how to take out an ap- 
pendix, which isn’t much of a surgical feat, and by 
mixing it with conversation such as “in two hours, 
old man, you would have been a dead man,” he 
manages to get by. I know just recently I knew of 
a woman who had her appendix removed without 
any relief, and it was one of those cases of stone 
in the pelvis of the kidney. 

Unless it is an acute condition, these long chronic 
pains should not be rushed to the hospital. There 
should be a room in every hospital where cases of 
this kind could be studied, and no appendix should 
be removed without a very careful study of the 
case. If steps are not taken to curtail these fellows 
who take out appendices for amusement, it is going 
to put the whole medical profession in disrepute. 
This cutting out appendices and not getting any 
relief is what is getting us into disrepute, not the 
Christian Scientists, the chiropractors, or the osteo- 
paths,—it is the incompetent men in our own pro- 
fession who go ahead and operate without any 
study of their patients. 

I think Dr. Blesh’s paper is very timely and very 
instructive, and is well worth listening to by all 


of us. 

DR. F. D. GARRETT, El Paso, Tex.: I think the 
doctor brought out some excellent points that should 
make usall more careful in our diagnoses. One thing 
he did not bring out particularly is the chronic 
colitis. I think very often if a careful examination 
is made in cases where appendicitis is indicated, 
you will find it is colitis. Recently I saw a young 
woman who had been operated on for appendicitis 
who seemed to have attacks of pain with evidence of 
colitis. Her cecum was very low in the pelvis, and 
the colon ptosed. In that case the position of the 
colon seemed to have a great deal to do with her 
colitis. I put on a bandage to support the colon, 
and she seemed to get more relief from that than 
anything else that was done for her. 

I am very glad to have heard this paper read, 
and I think it is a very timely one. 

DR. G. WERLEY, El Paso, Tex.: I am no sur- 
geon, but I want to say that I think that paper cer- 
tainly hit the spot, and I want to say that at one of 
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our hospitals in El Paso we are trying to stand- 
ardize it, and I think it is a most excellent thing. 
One of the requirements is that there shall be a 
urine examination before every operation for ap- 
pendicitis. Also there is an efficiency committee 
that looks over all the charts, with criticism as to 
what has been done, and what is going on. One 
of the results of this has been that several of our 
surgical enthusiasts have taken their surgery else- 
where, as they do not find it very profitable to 
work under these conditions. 


DR. C. A. THOMAS. Tucson, Ariz.: I feel that 
this paper is certainly a timely one. Certainly if 
40% of our operations are done for the wrong thing, 
it emphasizes a statement that I have always here- 
tofore rather questioned,—that there are only two 
type of appendicitis,—acute appendicitis and ap- 
pendicitis for revenue only. Probably this was 
right, after all. Certainly Dr. Blesh has brought to 
us a very forceful message which we should all bear 
in mind. 

Dr. Cornish speaks of the inability to get labor- 
atory work done. He is right no doubt, but I do 
think that the patient should be sent where he 
could have the proper work done; if you are not 
sure of your conditions, certainly the operation 
should not be done at all. 

Dr. Blesh speaks from conviction, and he is one 
of my fathers in medicine, I might say; I got some 
of my early training from him although he does not 
look any older than I do. He was in Oklahoma 
when surgery there was in its infancy. I think on 
one or two occasions I have seen him in the oper- 


ating room with a gun in his pocket, but neverthe- 
less he did some mighty good work in surgery. I 
certainly appreciate his paper. 

DR. A. L. BLESH, (Closing): I must say that I 
have enjoyed these discussions a good deal more than 
I enjoyed reading this paper. Dr. Thomas refers to 
early days in Oklahoma, and I will say that things 
were pretty wild there in early days, and sometimes 
if we disagreed with another doctor in the operating 
room, it might have been wise to have a gun in your 
pocket. 

But seriously speaking, I am not talking only to 
you gentlemen on this subject of my paner; T have 
talked it all over miy own state, because I have seen 
so many cases who have been operated on for ap- 
pendicitis and without relief; I ask many of them 
how much of an examination they had previous to 
operation; they will say “Oh, the doctor punched me 
in the side and hurt me, and said ‘Chronic appendi- 
citis——your appendix comes out right now.’ Such 
a case was one I quoted here. And there is alto- 
gether too much of it. One of the speakers here 
mentioned that it was not the Christian Scientists 
who were hurting us, or the chiropractors or the 
osteopaths, and he was right; what is hurting us is 
the doctor delivering these unnecessary operations, 
—this appendicitis for revenue only; this the man 
who is hurting our profession. 

In our city where a hundred physicians used to 
bring their surgery to me, perhaps six bring it to 
me now; they can get more by taking it elsewhere, 
they have found. 

I want to thank you gentlemen for your criticism 
and the discussion, which I have enjoyed very much. 


A DISCUSSION OF ENURESIS 


M. K. Wytper, M. D. 
ALBUQUERQUE, N. M. 
(Read before the Medical & Surgical Association of the Southwest, at its tenth annual 
session, held at Phoenix, Ariz., Nov. 6 to 8, 1924.) 


While diagnosis is the most important 
phase of medicine and the man who makes 
the best diagnosis is usually the best doc- 
tor, this is a condition in which the diag- 
nosis either precedes or comes in with the 
patient. Usually the parent tells you he 
wili bring in his little girl or little boy who 
is afflicted and wants to see what can be 
done for it. 

Enuresis is not a physical entity, it is 
rather a symptom that may be caused by 
a great many pathological lesions, and in 
many cases no pathology can be found. 

Animal experiments have uncovered the 
fact that the nervous mechanism of urina- 
tion varies in different animals. In infancy 
the new baby urinates about thirty times 
a day and it is an involuntary act. From 
one and a half to two years, according to 
training, the baby goes dry all night and 
it then becomes a voluntary act. In some 
babies the infantile condition persists. 

The nervous mechanism of urination 
has not as yet been solved. Recent in- 
vestigations have shown that the trigone 
muscle seems to be a continuation of the 
muscular coat of the ureter; that it is plant- 


ed on the muscular coat of the bladder. 
This trigone muscle has the power of open- 
ing and closing the bladder and it derives 
its nerve supply solely from the sympa- 
thetic nervous system; also that there is 
no true sphincter, the sphincter muscle of 
the bladder being composed of two loops 
of muscle of the bladder wall, one from the 
longitudinal coat and the other from the 
circular coat. 

The experiments of Weitz & Gotz with 
a manometer are very interesting. They 
are able to show that in children suffer- 
ing from enuresis, by inserting a soft 
catheter and raising the intravesical pres- 
sure, the normal child experienced a desire 
to urinate while the sufferer from enuresis 
expressed no such desire. 

It is interesting to consider briefly the 
various etiological factors given by dif- 
ferent authors, without attempting to cov- 
er the ground but quoting a few of the 
most prominent to show that there is no 
uniformity of opinion as to cause. 

Holt gives the causes as malformation, 
nervous conditions, idiocy, brain tumors, 
continued infantile conditions, anything in- 
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creasing the irritability of the terminal fila- 
ments of -the bladder nerves, and anything 
interfering with the cervical control of 
these cerebral centers. 

Kerley discusses lack of coordination 
from faulty development of the sympa- 
thetic mechanism; dietetic errors, and sums 
it all up with the statement that if no im- 
provement follows the removal of all pos- 
sible diatetic and peripheral causes we must 
assume that we have an idiopathic inconti- 
nence to deal with. 

Church & Peterson say nocturnal enure- 
sis is a common disorder of weakly neurotic 
children and common among neurasthenics 
and epileptics. In certain instances it un- 
doubtedly is an automatic action of par- 
tial somnambulism. 

White & Martin classify enuresis as a 
functional disease of unknown cause. 

Pisek enumerates phimosis, hyperacid 
urine, adenoids as exceptional causes, but 
says the great majority are due to lack of 
control sphincter centers or the higher 
cerebral centers. If voluntary control is 
obtained or inculeated over the lower cen- 
ters the case is cured. He states further 
the habit is more commonly found in active, 
energetic children who by night time give 
evidences of neuro-muscular fatigue. 

Abt says he doubts whether tonsils, 
adenoids, or phimosis are ever causes and 
states that when a cure follows these oper- 
ative procedures it is due to the psychic in- 
fluence of the operation which could have 
been produced with much less effort. He 
reports a case of a little bov that was 
brought to him, who had just been circum- 
cised with the hope of curing this condi- 
tion, who was an absolute idiot, and states 
in most of his own cases the condition is 
found in children who seem to be otherwise 
normal but who are badly trained, who 
have a neuropathic constitution, who are 
undeveloped. Nearly all authors mention 
spina bifida occulta and yet recent radio- 
graphic studies have brought out the fact 
that many children have spina bifida oc- 
culta who are in no way troubled by enure- 
sis. 

Porter & Carter give as the principal 
cause improper training and the establish- 
ment of a neurotic habit. 

Feer enumerates poor training, noc- 
turnal epilepsy, juvenile hysteria. and con- 
siders it as an evidence of hereditary stig- 
mata of degenerative inferioritv. 

Crozier Griffith mentions phimosis, pre- 
putial adhesions, adherent clitoris, vulvo 
vaginitis, balanitis, renal calculus, rectal 
fissures, thread worms, adenoids, foreign 
bodies in the nose, vesical calculus, cystitis, 
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undue acidity of urine, malnutrition, ane- 
mia, chorea, epilepsy, headache, neurasthe- 
nia, hysteria, improper food or clothing. 
fright, excitement, thyroid insufficiency 
fatigue, too heavy bed covers. : 


When we consider the therapeutic reme- 
dies offered we find as many methods of 
treatment as there are ideas as to causes. 
If the urine is acid potassium citrate or bi- 
carbonate is recommended. In order that 
it may be rendered alkaline pituitrin, bella- 
donna, strychnin, ergot. Removal of ton- 
sils and adenoids, circumcision, removal of 
clitoris, diet, restriction of fluids, rest, hy- 
gienic directions, treatment by wholly 
psychic methods. There is such a variance 
of ideas that it seems that it is high.time 
a thorough study was made by some _ one. 

Will and Orgel have given a very com- 
plete discussion in which they report fifty 
cases treated by medicines and fifty cases 
treated without any medicines whatso- 
ever. The medical cases were treated with 
belladonna, pituitrin, urine rendered alka- 
line, and other therapeutics as indicated. 
The fifty cases treated without medicines 
were talked to as to their condition and 
were encouraged to break the habit by 
themselves and were given a chart with in- 
structions to put on a gold star for every 
dry night and a red one for every wet one. 


Out of fifty cases treated without med- 
icine, 40% were mentally defective and yet 
of these cases they reported as cured 38%, 
improved 34%, no effect 28%. Of their 
thirty cases not mentally defective they re- 
ported as cured 43%, improved 30%, and no 
effect 27%. Of their medically treated 
cases they reported as cured 38%, improved 
40%, no effect 24%, from which it would 
appear that a great deal of medicine has 
been wasted in this condition. 


Emerson was the first, I think, to ad- 
vocate this plan of treatment which with 
slight modifications has been reported fa- 
vorably by various authors. He treats it 
as the persistence of an infantile habit and 
directs that the child have no liquids or 
fruits after four p. m., a light supper, such 
as a cereal with not more than a table- 
spoonful of milk, a bland diet, no tea, cof- 
fee or highly seasoned food, no candy or 
desert between meals; the bladder to be 
emptied on going to bed and at intervals 
of one hour until midnight and two hours 
from then until morning. These periods to 
be lengthened one-half hour each night. 
The child to be encouraged with stars or 
other rewards for dry nights but not. to be 
punished for wet ones, as it is an invol- 
untary act and. occurs unknown. to. him. 
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Guard against over fatigue; observe morn- 
ing and afternoon rest periods. 

Following this plan in a general way I 
have treated quite a number of cases with 
uniformly good results. It has been impos- 
sible to follow all my cases as some of them 
only came in once and were never heard 
from. again, and none of my cases were 
mental defectives. I have two cases that 
were particularly interesting that I will 
report in detail: 

J. S. 12 yrs. old, seemingly in normal health, 
had not been afflicted with enuresis until lately. 
When school was out he got a job on a ranch 
doing. work too hard for a boy of his years, and 
at night he was exhausted, with the result that he 
developed enuresis, and drenched his bed two or 
three times.every night. He was directed to stop 
work, given the usual directions and put to bed 
for a few days. The first week his chart showed 
three dry nights and the next week it showed 
seven, and by care about overtaxing his strength 
he has had no trouble since. 

Another case of a little eight-year-old girl who 
was underweight but otherwise healthy; question- 
ing as to food habits brought out the fact that 
she ate considerable candy and cookies between 
meals and couldn’t eat at the table. After giving 
her the usual treatment: with both morning and 
afternoon rest hours and rigid instructions that 
all food between meals be stopped, her appetite 
boon picked up. At the end of the first week she 
showed only one dry night; second week four; 
third week six; after that no further trouble. It 
is interesting to note that in stopping the food be- 
tween meals her appetite picked up at once and 
her weight became normal. 

These two cases bring out two very 
common ‘causes: First, exhaustion; many of 
these children play hard and by night are 
exhausted and when they fall asleep the 
relaxation is so great that they lose con- 
‘trol. The other is undernourishment; nib- 
bling between meals does not supply much 
nourishment but the stomach is never 
empty and they do not eat at meal times 
and so go on from bad to worse. The best 
way is to stop them from eating between 
meals and correct these two errors, and 
to my mind you have gone a long way to- 
wards the solution of the question. 
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DISCUSSION 


DR. CHARLES S. VIVIAN, Phoenix, Arizona, 
(Opening): In this it is hard to say whether the 
trouble is due to the training of the children or the 
training of the parents. For a person to get up 
every hour from the time the child goes to bed until 
midnight, and then every two hours, would be a 
pretty hard rule to follow, but if it is effective it 
would be worth while, [| suppose. It is the 
penalty the parents have to pay for not teaching 
children in tneir earlier years. From my experience 
a great deal of this trouble comes from folks who 
don’t pay much attention to their children, but who 
scold them and keep them scared all the time, and 
for such peopie I think it is a good penance for 
them, later on, to have to get up every hour. 

I know of a child two years old who had her ton- 
sils removed and it cured her; they moved away 
shortly after that and I lost track of her. It seems 
a somewhat peculiar thing that this should have 
anything to do with bed-wetting, but it seemed to, 
with her. 

I have found that if you teach these little fellows, 
or have their mothers teach them, when they 
urinate, to stop and start, and stop and start again, 
two or three times, and then give them a little ergot, 
perhaps a drop or two on sugar three times a day, 
it seems to tone up the muscle and help them. The 
stopping and starting seems to help them in the 
control of the biadder shincter. 

DR. E: R. CHARVOZ, Phoenix, Ariz.: I am 
familiar with the paper Dr. Wylder has just read 
as the doctor was kind enough to send me a copy, 
and I think it brought out the only aspect of 
enuresis that is at all hopeful. There is such a 
large var.ety of systems recommended, and if they 
report truthfully there are so many failures, If 
you rule out the organic disorders of the urinary 
tract and the central nervous system, and those 
cases which occur in the feeble-minded, then the 
remaining cases,—and they are a large number,— 
can be hopefully treated by the method outlined by 
Dr. Wylder, and a large percentage cured. His 
idea of rest is immensely important. Most of these 
children have a definite neurotic tendency; lots of 
them have foci of infection, which keep them be- 
low par, such as tonsils, adenoids, and. often 
the neglected nose; then the output of energy is too 
large, and should be cut down; they play too hard, 
—some of them should not even be in school or play 
any competitive games,and should have their hours 
of rest, as the doctor suggests, and the nervous 
system should not be stimulated. Many of these 
children are not treated properly,—they are allowed 
to go to movies, etc., when what they need is to be 
put to bed, fed properly with an absolutely con- 
trolled diet, and get their nerves well padded out 
with fat. That is our main trouble with a lot of 
these undernourished children. And then there is 
the factor of suggestion. It seems to me that is the 
only factor that all systems of treatment have in 
common. A child, even at a tender age, can be 
controlled by s ion. 

I have found that it is a good plan for the child 
to report to the mother during the day when it 
wants to urinate, and then be told to stop and start, 
and stop and start, as Dr. Vivian has suggested; 
apparently this helps to establish control of the 
brain over this little known function. Then, as the 
doctor suggests, these patients should be wakened, 
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especially after they have been asleep about an 
hour, and also should have the amount of fluid cut 
down before going to bed and some suggestion at 
bed time can be given them. That treatment, with 
slight modifications in the different instances, can 
be applied with great benefit to enuresis, and it is 
also a mighty good treatment for a large percent- 
age of the little ailments of the average child. 


DR. P. C. CHRISTIAN, Whipple, Ariz.: I think 
there probably is some connection between the 
genito-urinary tract and the reflex action of the 
bladder, with bad tonsils, probably due to the irri- 
tation to the bladder from the infection of the ton- 
sils and the attendant general poor health. The 
condition we find in most of these cases of enuresis 
is general poor health, and in the instance to which 
the doctor has just called attention, in which the 
tonsils were removed, the general health of the 
child was probably improved, which relieved the 
child of a great deal of its nervousness and irrita- 
tion of the urniary tract. 


In our hospital we have had a number of patients 
who have had a good deal of trouble with the pros- 
tate gland and occasional discharge from the ureter 
without any history of ureter infection; in nearly 
all of these we have found them suffering from 
chronic tonsilitis, and after removal of the tonsils 
we have had a very satisfactory recovery from the 
urinary irritation. Of course we follow up the 


tonsillectomies to see that there is no diseased tissue 
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left,—which frequently occurs; after tonsils have 
been removed there will be sometimes a small re- 
currence of the trouble, either above or below, due 
to this. By killing this with silver nitrate it will 
straighten up. 

DR. M. K. WYLDER, (Closing): The point Dr. 
Charvoz brought out about training the child, 
especially the enuresis diurna, to watch himself in 
the day time and take him at the period of urination, 
having him stop and start several times, is a 
one, and will help the child to get control of this 
function. 

The doctor’s suggestion that it might be pretty 
hard for the parents to get up every hour in the 
night,—I don’t htink this would be minded very 
much if the habit can be cured. 

About this point of recurrent enuresis, you take 
a bed-wetter who has been cured and let him get 
typhoid fever, or have a serious accident, and the 
condition often recurs, but when the health has 
been brought again to normal they can get rid of 
it again. There are a good many others we have 
heard of like this,—the boys who went to France, 
for instance; when they got into the trenches this 
condition recurred,—and there are quite a number 
of things that will cause this at times. Some of us 
who are grown up, who might be subjected to some 
severe fright, or accident, we find we will lose 
control. 

I want to thank Dr. Charvoz and the other gentle- 
men for the kindly criticism. 


UROLOGICAL PROBLEMS OF THE GENERAL PRACTITIONER 
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The authors have endeavored to cover 
a large field as briefly as possible under 


seven headings: 
KIDNEY FUNCTIONS 


In a few hospitals in the United States 
it is required that every patient subjected 
to a major surgical operation which is elec- 
tive must first have had a renal functional 
test. Whether or not this is carrying the 
procedure too far, we hesitate to judge. 
However, in the aged, the very feeble, the 
very ill, and patients with actual or sus- 
pected renal disease, or with circulatory or 
other disease elsewhere in the body, yet 
indirectly capable of affecting the kidney 
function under stress, there can be no doubt 
that previous functional tests are necessary 
or highly desirable. 

The renal function may be ascertained 
by the direct method; that is, by injecting 
certain dyes into the muscles or blood 
stream and determining the percentage re- 
covered in the urine in a given time fol- 
lowing injection; or, indirectly, by the esti- 
mation of retained non-protein nitrogenous 
substances in the blood—urea, creatinin, 
uric acid, and the amino-acids. In phenol- 


sulphonephthalein we have a well-nigh ideal 
substance for kidney functional tests and 
the use of this particular dye is far more 
satisfactory as a routine than any other 
single method, direct or indirect, that has 
ever been devised. The appearance time in 
the urine after injection parallels roughly 
the percentage output during a given period 
of time. However, it is essential, not only 
to introduce the precise amount into the 
vein or muscles, but to make an accurate 
collection, otherwise the test loses its re- 
liability. It is preferable to introduce a 
catheter into the bladder for this purpose. 
After a definite period of time has elapsed 
following the moment of appearance in the 
urine, the bladder should be rinsed with 
plain sterile distilled water and the rins- 
ings added to the urine just collected be- 
fore despatching it to the laboratory for 
the purpose of percentage estimation. Half 
hour periods are usually ample. So many 
times the patient is unable to urinate at 
will when these arbitrary periods are only 
a few minutes or even an hour, and if the 
patient does void, not infrequently the blad- 
der is incompletely emptied. This may be 
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due to partial obstruction, resulting in 
residual urine, or, as frequently occurs, to 
nervousness or embarrassment (stage 
fright). 

The percentage of ’phthalein output 
represents the renal function at the partic- 
ular moment or hour of the procedure. Oc- 
casionally the patient apparently has a re- 
flex inhibition of kidney function, due prob- 
ably to psychic factors or distress incident 
to instrumentation. For example, a dye 
test yesterday may disclose a normal ap- 
pearance time and a normal output, and 
today, following the introduction of a cysto- 
scope and catheterization of the ureters, 
the secretion of urine and output of dye 
may slow up or stop completely for a short- 
er or longer period, and again tomorrow 


the function may be quite normal as also 


expressed by the dye output. If a normal 
amount of dye is recovered from the urine, 
it may be relied on absolutely. If low, on 
the other hand, the answer may be incor- 
rect by reason of faulty collection or reflex 
disturbance of function. If markedly be- 
low normal, this same functional test should 
be repeated to insure a correct answer, and 
blood chemistry also resorted to as a check. 
If repeatedly low, then the kidneys must 
be functioning badly. Reflex inhibition 
may be avoided if the procedure is done in 
a quiet room without cystoscopy or other 
distressing feature; but when this occurs 
with ureteral catheterization it is often 
necessary, in addition, to administer a hypo- 
dermic of morphine and atropin. 
Noticeable retention of non-protein ni- 
trogen in the blood means BILATERAL 
renal involvement. In marked nitrogen re- 
tention, urea shows the greatest actual in- 
crease, although the initial increase is 
shown by the uric acid content. Normal 
amounts per 100 c. c. of blood are: 


Urea Nitrogen .................. 12-15 mgm. 
Creatinin 1- 1.5 mgm. 
Uric Acid 2-3 mgm. 
Total Non-protein Nitro- 

gen 25-37 mgm. 


HEMATURIA AND PYURIA 

Hematuria means inflammatory or other 
organic disease somewhere in the uro-gen- 
ital tract. Examination should be made in 
order to disclose the precise source or 
sources of the blood (or pus) and definite- 
ly the pathology behind it. Examination 
for the source of hematuria should be done 
immediately, WHILE THE ATTACK IS 
ON; for if bleeding ceases before examina- 
tion is made, it is often impossible to dis- 
cover the original source until another attack 
ensues, which may not be for a long time; 
this for the reason that the bleeding may 
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be due to incipient disease that leaves in 
its wake so little residual pathology that 
can be proved by clinical methods or tech- 
nical procedures until the disease has pro- 
gressed. The causes and source of the 
blood are so many that an adequate cysto- 
urethroscopic examination should seldom 
be omitted; (in practice the principal ex- 
ception to this rule is when blood in the 
urine is obviously a terminal hematuria 
from acute gonorrheal prostatitis or poste- 
rior urethritis). Any other method is 
largely guess work. An adequate examina- 
tion may prove very brief and simple or it 
may require a long, systematic, and thor- 
ough examination, requiring ureteral cathe- 
terization and complete kidney study with 
bilateral pyelography. This same rule ap- 
plies to pyurias when the source of the pus 
is not obvious. So many times a patient 
with infection in the upper urinary tract is 
treated expectantly for several weeks un- 
til the constitutional and urinary symp- 
toms have disappeared and the urine has 
cleared. This often makes an exact diagno- 
sis very difficult unless there is a residual 
pathology discovered, and if an urological 
examination is intended it should be made 
during an attack if there is no definite con- 
traindication. 
RENAL TUBERCULOSIS 

In renal tuberculosis there are practical- 
ly no urinary symptoms until the tubercu- 
lous process has extended to the kidney pel- 
vis. Ordinarily there is a temperature of 
perhaps 99.2 and rarely any pain over the 
kidney except in advanced stages. Polyuria, 
especially at night, is common. But in this 
stage, when confined to the kidney paren- 
chyma, there is usually nothing to even 
cause suspicion of renal tuberculosis except 
tuberculosis elsewhere in the body. When 
the process extends to or breaks into the 
kidney pelvis, then tuberculous pyelitis sets 
in and vesical tuberculosis promptly ensues. 
The clinical picture then becomes that of 
cystitis and noticeable pain in the loin does 
not develop until tuberculous  ureteritis 
causes obstruction with back pressure in 
the kidney pelvis. An exception to this is, 
of course, a blood clot in the ureter caus- 
ing obstruction or from some coincidental 
pathology. Any patient between the ages 
of 15 and 40, with pyuria of an apparently 
causeless nature, continuing over a period 
of 10 to 12 weeks, with frequency, slight 
nycturia, perhaps dysuria, and with acid 
urine that proves negative for microorgan- 
isms by the ordinary staining methods, 
should arouse suspicion of renal tuberculo- 
sis. 

If one examination for tubercle bacilli is 


ial x, ‘ if 


62 


negative, it should be repeated on other oc- 
casions until one either finds tubercle bacil- 
li or is satisfied that they are not present 
in the urine. The average case of renal 
tuberculosis is diagnosed only after the 
patient has had bladder irrigations and 
other worthless and often narmful therapy 
over a period of one to two years, when it 
should have been suspected and diagnosed 
much earlier. The earlier the diagnosis, 
the quicker, surer, and more permanent 
the results. The national bank embezzler 
sooner or later—usually sooner—is appre- 
hended in almost every instance; but he 
has more chances of making a clean and 
permanent get-away than a patient with 
renal tuberculosis has of effecting a perma- 
nent cure from non-operative therapy. 

In genital tuberculosis, epididymectomy 
is ordinarily the only surgical measure in- 
dicated or justified. Occasionally Young’s 
radical operation—that of removal of the 
epididymis, vas deferens, seminal vesicle, 
and perhaps a portion of the prostate, is 
necessary to obtain good results, especially 
where caseation has occurred in the semi- 
nal vesicles and prostate. 

RENAL MALADIES OF CLINICALLY OBSCURE 
ABDOMINAL TYPE 

Kidney infections, ureteral stricture, 
renal calculus, hydronephrosis, etc., often 
give a picture with a remarkable clinical re- 
semblance to appendicitis or cholecystitis. 
On the left side it may simulate mucous 
colitis or disease of the sigmoid. If the 
urine contains bacteria, pus, or red blood 
cells, urological consideration should not be 
omitted except in emergency cases or those 
too ill to withstand cystoscopy. Simple x- 
ray will often give the clue. Cultures of 
the urine are often notoriously misleading 
by reason of contamination from the ure- 
thra, through which the cystoscope must 
pass. They are useful to identify positive- 
ly and definitely determine the type of or- 
ganisms in urogenital infections, but not as 
to their exact source. Smears stained by 
the Gram method made from the centri- 
fugalized sediment of FRESHLY catheter- 
ized urine are far more useful and reliable. 
Obscure conditions, especially those with 
otherwise unexplained gastro-intestinal or 
abdominal symptoms, should be at least 
considered urologically and, if there is any 
doubt, ureteral catheterization should be 
done. 

Radiographs of the entire urinary tract 
(including the prostate in the male, being 
especially careful, even in women, to get as 
low as the pubis) should never be neglected 
in conditions even suspicious of disease in 
the upper urinary tract. In the long run 
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with a sizable series of cases, it has been 
proved that it is the patient’s cheapest in- 
vestment and best insurance, being such a 
simple procedure, devoid of pain or distress, 
and frequently cuts short the distress and 
expense of other examinations. In doubt- 
ful cases films of the urinary tract should 
be taken before barium meals or enemas if 
fluoroscopy is intended. Quite a number 
of renal and ureteral calculi are overshad- 
owed by the barium and missed if this is 
neglected. 

However, for the patient’s insurance, in 
hyperacute conditions, it is occasionally 
wiser to operate needlessly and mistakenly 
for acute appendicitis than to use much 
time in prolonged examinations when every 
hour counts. With negative urological find- 
ings, perinephritic abscess can usually be 
diagnosed with the aid of the x-ray and 
other clinical data. 

UROLOGIC POST-OPERATIVE CONSIDERA- 
TIONS IN GENERAL SURGERY 

The greatest factor in the production 
of any infection of the upper urinary tract 
(including the bladder) is distention and 
the resulting back pressure. Catheteriza- 
tion without trauma rarely causes infection 
unless there is pathology, active or latent, 
in the urinary tract. The utmost gentle- 
ness and asepsis should be observed for the 
reason that the male posterior urethra and 
its adnexa are easily infected if trauma- 
tized. Otherwise, infection follows catheter- 
ization only when that bladder is not emp- 
tied soon enough and often enough and con- 
tinued long enough. Better twice as many 
catheterizations as necessary than twenty 
per cent too few. If a post-operative pa- 
tient has persistent difficulty in urination 
or fails to empty the bladder, an indwell- 
ing catheter should be used. In the fe- 
male a 22 de Pezzer will be retained with- 
out adhesive straps or other means. 

The method of introduction is illustrat- 
ed in Figure 1. An uterine sound with an 
especially large and rounded point, (a) Fig- 
ure 1, is inserted through the eye of a Pez- 
zer catheter, (b) Figure 1, and the catheter 
stretched as seen in (c) Figure 1, with the 
thumb and fingers maintaining it on a 
stretch alongside of the uterine sound, the 
point of which is held by the hollow closed 
end. This decreases the diameter by 
straightening out the button end and there- 
by allows it to pass more easily through 
the urethra into the female bladder. The 
operator, if right-handed, should stand on 
the right side of the bed and, after lubri- 
cating the catheter with K-Y jelly and with 
the thumb and fingers of the left hand sep- 
arating the labia, thus exposing the vesti- 
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bule with the urethra in the center, the 
catheter can be pushed on into the bladder. 
The thumb and fingers of the right hand 
are then relaxed which allows the button 
end of the catheter in the bladder to re- 
sume its button shape, after which the 
uterine sound is carefully dislodged and re- 
moved. 

Inject a syringe full of water or other 
solution into the bladder to establish the 
patency of the catheter. Slight traction on 
the catheter should be made until one’s 
tactile sensation shows the butten end has 
impinged on the bladder neck. Then it is 
pushed back into the bladder about half 
an inch and a good sized glass connecting 
tube of the same diameter at both ends is 
inserted into the external end of the cath- 
eter to weight ‘it down in the male urinal 
(Figure 2). (If a female urinal is used, it 
is much more easily upset.) One should 
cut off enough of the catheter so that ex- 
cessive length will not cause it to bend or 
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Figure 1. Showing the procedure for preparing the 
Pezzer catheter for introduction in the female 
bladder. 


kink when the glass connecting tube rests 
in the bottom of the urinal. The catheter 
will be self-retaining and adhesive straps 
or other fixation will be unnecessary. How- 
ever, if it is connected by a heavy rubber 
tube to a bottle alongside the bed, a sud- 
den tug or traction may dislodge it. 

In the male a soft rubber or a coude 
catheter answers best. A Pezzer catheter 
should never be forced through the male 
urethra because of the trauma it produces. 
When the so-called urethral fever or chill 
follows instrumentation, 95 times out of 
100 it means active or latent pyelonephritis, 
very often calculus. Therefore, if catheter- 
ization is harmless in the absence of uri- 
nary pathology, but not infrequently pro- 
duces severe reactions if disease is present 
in the uro-genital tract, then withholding 
the use of a catheter through fear of in- 
fection parallels the ostrich with its head 
buried in the sand. 
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LATENT PROSTATISM IN RELATION TO GEN- 
ERAL SURGERY 

A surgeon about to perform a serious 
operation on any patient has -a right to 
know whether or not his patient is physi- 
cally sound and, if not, to know the nature 
and extent of all abnormalities. Quite as 
IMPORTANT as the heart or lungs—OF-' 
TEN MORE SO— is the state of the pa- 
tient’s kidneys, actually and potentially. 

If any male patient of the prostatic age 
(50 years old or more) particularly if the 
operation be for hernia or hemorrhoids ac- 
quired in the last preceding few years 
(these being so often directly due to the 
habitual straining caused by prostatism) 
catheterization for the purpose of ascer- 
taining whether residual urine is present or 
not and, if present, its amount, should be 
performed. If residual urine is present, 
kidney functional tests should never be 
omitted. If the residual urine is consider- 
able, preliminary drainage by an indwell- 
ing catheter should precede any elective op- 
eration, for the same length of time one 
would take to prepare that particular pa- 


Figure 2. Retention catheter draining into the male 
urinal. 


tient for prostatectomy. Cystoscopy is of- 
ten useful here for an exact diagnosis. If 
the operation is an emergency one, an in- 
dwelling catheter or intermittent catheteri- 
zation should be employed if prostatism er- 


‘ists. 


Definition: Prostatism, miscalled pros- 
laiic hypertrophy, is an adenomatous or 
scierotic condition of the prostate, causing 
oveiruction in some degree to the outflow 
of urine through the urethra. 

Etiology: (1) typertrophied prostate; 
(2) sclerotic (atrophic) prostate, known 
clinically as BAR at the bladder neck or 
CONTRACTURE of the bladder neck. 

Bilateral lobe hypertrophy and carcino- 
ma can be palpated with a finger in the 
rectum, but hypertrophy limited to the mid- 
dle lobe, as well as bar or contracture at 
the bladder neck (both of not infrequent 
occurrence) cannot be discovered by rectal 
palpation. The urine may be quite normal 
and palpation of the kidneys negative. A 
patient may have considerable residual 
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urine and still the laboratory may pro- 
nounce it quite normal. This patient is 
just as apt to have a severe reaction and 
stormy convalescence (perhaps a fatality) 
as the patient with infected urine, and if 
the residual is great in amount he is an 
even poorer immediate operative risk. 
Therefore, patients about to be operated on 
for hemorrhoids, hernias, cataracts, abdom- 
inal disease or any other condition arising 
in men past 50, should always be catheter- 
ized before operation. If catheterization 
causes a reaction or an infection, there is 
almost invariably urinary pathology which 
may require regular catheterization or an 
indwelling catheter, and the sooner it is in- 
stituted the less danger to the patient. 
Be on the lookout for tabes in the diag- 
nosis of prostatism. 
URINARY ANTISEPTICS AND DIURETICS 
Routinely the best diuretics and at the 
same time the best urinary antiseptics are 
those agents which produce dilution and 
polyuria. 
A. Diuretics 
1 Fluids by mouth 
Water 
Lemonade 
Tea and coffee—hot or cold as de- 
sired by the patient 
Fruit juices 
Buttermilk 
Bottled milk alkaline mineral waters—still 
or carbonated 
Flax-seed tea 
2 Introduction of fluids in other ways 
a. Hypodermocysis 
b. Introduction of fluids through 
duodenal tube when it can be made 
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to pass is unsurpassed as a diuretic 
c. Rectal drip 
d. Intravenous administration 

3 Sodium citrate, 30 grain doses 
dissolved in water—25_ percent 
edly diuretic, an akalinizer, and 
very efficient in urinary infections. 
There is perhaps some danger of 
secondary hemorrhage if given post- 
operatively. It is probably our most 
efficient all-round diuretic among the 
pharmaceuticals. 

4 Diuretin and theocin should always 
be given by Murphy drip or through 
duodenal tube because of the intense 
nausea and gastric disturbance ‘they 
produce in considerable dosages. 

5 Digitalis and epinephrin in cardiac 
weakness, decompensation or dila- 
tation and lowered blood pressure. 
Urinary Antiseptics: 
Relief of urinary stasis, with the 
consequent residual urine and back 
pressure therefrom. Establishment 
of drainage, removal of calculi, for- 
ing bodies, obstructions, diverticula 
or neoplasms, anywhere in the geni- 
tal tract if any such exist. 

2 Locally the use of silver salts, acri- 
flavin, potassium permanganate, etc. 

3 Hexamethylenamin is of doubtful 
value and a frequent cause of vesi- 
cal irritability and slight hematuria; 
occasionally it apparently gives 
wonderful results but more often is 
harmful and irritant, frequently 
causing mild hematuria, especially 
in tuberculous bladders and in acute 
cystitis. 


STRICTURE OF THE URETER 


Ross Jamieson, M. D. 
EL PASO, TEXAS 


(Read before the Medical & Surgical Association of the Southwest, at its tenth annual 
session, held at Phoenix, Ariz., Nov. 6 to 8, 1924.) 


Thru the light shed on the subject by 
urologists, particularly Hunner, in the last 
ten years, stricture of the ureter has be- 
come a recognized clinical entity. It is a 
factor to be reckoned with in the diagnosis 
of conditions of the abdomen and pelvis, 
especially those of the right side. There 
are few surgeons or gynecologists who can- 
not remember cases in which the diagnosis 
seemed absolutely to point to the appendix, 
the tube, or the gall bladder, but on open- 
ing the abdomen, nothing was found to jus- 
tify the operation. Braasch says that at the 
Mayo Clinic at least 50% of right-sided 
ureteral and renal lesions had had previous 


pelvic operations. Hunner says the percent- 
age is even higher. Sanes* says that the 
failure to recognize ureteral obstruction is 
due chiefly to a variety of causes, princi- 
pally secondary urologic changes and the 
anatomic relations of the ureter to adjacent 
organs. The appendix is most commonly 
involved in diagnostic errors, with the fe- 
male organs a close second, on account of 
their intimate relation to the ureters and 
to the exacerbation of ureteral disturbances 
during menstruation. Disturbances caused 
by ureteral affections are often incorrect- 
ly attributed to diseases of the colon, rec- 
tum, ileum and seminal vesicles. 
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In 1902, Kelly defined stricture of the 
ureter, properly so-called, as a narrowing 
of the lumen of the ureter produced by an 
affection of the ureteral walls caused by 
inflammation by pyogenic bacteria, the 
commonest being tubercle bacillus and the 
rarest gonococcus. As late as-1910, Bot- 
tomley’ contended that this condition was 
very rare and of congenital origin. In 1912, 
Furniss’ emphatically stated that these 
strictures were for the most part of inflam- 
matory origin and ascribed them to infec- 
tion arising in some focus in the body with 
consequent infection of the kidney by the 
hematogenous route, persisting in the uri- 
nary tract as a pyelitis, ureteritis, or a 
secondary cystitis with infiltration ‘of the 
ureter. 

“LOCATION 


Hunner* found the stricture to be bilat- 
eral in 50 cases, on the right side in 31, 
and on the left in 19, in a series of one hun- 
dred cases. He makes the assertion that 
this condition is practically always a bi- 
lateral disease. “The great importance of 
this observation lies in the fact that not 
infrequently a complete investigation. re- 
veals the more damaged kidney on the 
symptomless side. Not infrequently the 
side with symptoms may present a large 
hydronephrosis, and the symptomless side 
a smaller hydronephrosis or a kidney pelvis 
smaller than normal, while repeated func- 
tional tests show that the side with symp- 
toms is doing the major portion of the 
work.” His figures show the favorite site 
of stricture to be (a) Within 6 cm of the 
orifice, (b) from 7 to 11 cm. above, (c) 
multiple and diffuse, the greatest number 
being in the first class. As his work is 
confined to female vrology, it shows that 
the most strictures were found in the 
broad ligament region, or in proximity to 
the glands about the uterine vessels, with 
a preponderance of cases on the right side. 
The region from 7 to 11 cm. above the ori- 
fice is in proximity to the glands of the 
anterior iliac vessels, and in this part the 
number of strictures was practically even. 

ETIOLOGY 

Rathbun’* divides the factors into sev- 
eral groups. First, those cases where there 
has been a direct extension of the inflam- 
matory process from the neighboring or- 
gans, such as the bladder, broad ligaments 
and tubes, the seminal vesicles, the sig- 
moid, and the retrocecal and pelvic appen- 
dix. This infection takes place either by 
direct contact or thru the lymphatics. An- 


other group includes those cases caused by 
trauma inflicted at such abdominal opera- 
tions as hysterectomy, removal of intra- 
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ligamentous cysts, etc. A third group rep- 
resents the scars left after one or more at- 
tacks of pyelonephritis ‘and. ureteritis, many 
of which. occur and pass unrecognized 
infancy. The fourth group includes. blood 
borne infections from remote foci ..of.. sup- 
puration, and the fifth comprises the con- . 
genital narrowing noted at the ureteral ori- 
tice or other portion of the ureter, | 


Bumpus and Meisser* presented a series 
based on cases representing subacute: le- 
sions of the urinary tract with dental and 
tonsillar sepsis and kb. coli -predominating 
in the urme. Not only were they able«to 
produce in the majority of animals injest- 
ed deiinite renal iesions trom cultures..tak- 
en trom the teeth and tonsils, but. initwo 
cases, showing marked exacerpatioris tolloW- 
ing tooth extraction, they were able-toi re- 
cover streptococci trom the urine, whith, 
when injected into animais, produced#:le-- 
sions of the urinary tract. iaentical with 
those obtainea irem cuitures of the teeth, 
showing that the streptococcus’ isolated 
trom tne teeth and tonsils manifests a 
marked attinity tor the urinary ‘tract. Ot 
26 animals injected with primary cuiturés, 
24 had lesions of the kidneys and ‘bladder. 
‘ney were unable in those patients whese 
urine showed 5b. coli: to produce. any ‘deti- 
nite renal lesions by intravenous injection 
oI cultures trom this source. Of thes¢ases 
represented, 42% had diseased tonsils, 22% 
had apical abscesses corroborated by x-ray, 
14% had both teeth and tonsils: ‘diseased, 
4% had sinus involvement, while 18% Rad 
no detinite tocus. 

Herbst and Thompson’ state that fitec- 
tions spreading from’ the seminal vesi¢tes 
and prostate may reach the ureter. and ‘pro- 
duce occlusion and later stricture, the con- 
dition being often unrecognized on account 
of the predominance of the symptoms in 
the genital tract. ~~ 

PATHOLOGY 

It is fair to suppose that, preceding the 
formation ‘of a stricture, there is 4 ureter- 
itis with round cell infiltration and fibrosis 
as the process goes on. In some cases the 
inflammation may come from contiguous 
structures and be limited to peri-ureteral 
tissue. Sugimura’ studied the lower end of 
the ureters in the bodies of 25 patients with 
cystitis, dying from other causes, and in 
all found changes of an inflammatory type 
in the submucosa and muscularis. He ex- 
pressed the opinion that the inflammation 


‘extended along the lymphatics ‘and. not the 


mucosa. 
SYMPTOMS 


The principal symptom and the. one for 
which the patient usually seeks relief. is 
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pain. This may be constant or intermit- 
tent, varying from a dull ache to the sever- 
est renal colic. It radiates upward along 
the course of the ureter to the kidney, to 
other abdominal viscera, to the genitalia 
and the extremities, particularly the an- 
terior and inner side of the thigh. Back- 
ache is a more or less constant symptom, 
often of a type to make the patient’s life 
almost unbedrable. Frequency of urination, 
with or without bladder symptoms, is a con- 
stant symptom, and may be the only evi- 
dence of a stricture. The frequency is di- 
urnal and nocturnal, aad may be accom- 
panied by urgency, tenesmus and hema- 
turia when there is edema of the urethra. 
Bladder manifestations varying from dis- 
comfort to pain may appear intermittently, 
due to trigon‘tis or urethritis. There are 
cases where the findings do not account for 
it, and the pain is ascribed to the so-called 
“bladder neurosis.” Gastro-intestina! dis- 
turbances such as flatulence, nausea, vom- 
iting and colitis are seen in some cases ire- 


‘quently accompanied by headaches of the 


migraine type. 

Slight uremic symptoms such as head- 
ache, nausea, vomiting, depression, coated 
tongue, and a small rise in temperature are 
sometimes seen and may suggest typhoid. 
When, for some cause or other, the stric- 
ture closes sufficiently to prevent the pass- 
age of the infected urine, chills and fever, 
even hyperpyrexia, are seen. This phenom- 
enon is also seen in cases in which the 
urine is sterile and only one kidney is af- 
fected. Physical examination reveals a ten- 
derness on first percussion over the in- 
volved kidney, the tenderness extending 
down the ureter. The kidney is enlarged 
according ‘to the degree of hydronephrosis, 
but it is to be remembered that the kid- 
ney may be atrophied instead of enlarged. 

DIAGNOSIS 

The urinary findings in these cases vary 
from a purulent secretion with casts and 
albumen, full of bacteria, to a sterile urine 
with a few white blood cells and perhaps 
a trace of albumen. Tender spots may be 
elicited in either sex by pressing deeply one 
inch to either side of the umbilicus on a 
level with the brim of the pelvis, and per 
vaginam on the lower end of the ureter in 
women. Pressure on the kidney may give 


a.desire to urinate. Insertion of a catheter 


to the face of the stricture or beyond it is 
followed by a steady stream of urine sug- 
gestive of the release of a hydronephrotic 
reservoir, in contrast to the normal flow 
of approximately 17 drops a minute. A 
definite diagnostic sign is the extreme pain 
elicited when the catheter passes the stric- 
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ture and which may be followed by free 
bleeding. Pyelography furnishes the sur- 
est way of making a diagnosis. For this I 
prefer sodium iodide (20% solution) inject- 
ed to the pelvis of the kidney. After a pic- 
ture is taken, the patient is raised to a 
semi-reclining posture and as the catheter 
is withdrawn the solution is injected into 
the ureter and another picture taken. 

To differentiate between appendicitis 
and the pain of ureteral stricture or stone, 
it is well to remember the following points: 

1. Absence of marked right-sided rigid- 
ity in retro-peritoneal lesions. : 

2. Hyperpyrexia points to infection of 
the kidney pelvis, rarely to the appendix. 

3. The sequence of symptoms in ap- 
pendicitis as laid down by Murphy, viz: 

(a) pain, (b) nausea, (c) vomiting, 
(d). elevation of temperature. 

EFFECTS OF STRICTURE 

It is only natural to suppose that the 
consequence of occlusion of the ureter would 
be dilatation of the kidney pelvis. On the 
other hand, there are quite a large num- 
ber of cases with contracted pelvis, and 
even atrophy of the parenchyma. Barney’ 
explains this as follows: When obstruction 
occurs suddenly, there is a marked disten- 
sion of the ureter and renal pelvis with pro- 
nounced increase of intrarenal tension. The 
parenchyma shows intense hyperemia and 
edema and since it cannot expand within 
the inelastic capsule, intrarenal pressure be- 
comes so elevated that the venous capil- 
laries of the parenchyma become obliterat- 
ed. However, if the compensatory venous 
circulation through the capsule is sufficient, 
then there is a balanced blood supply with 
continued urinary secretion and developing 
hydronephrosis. If this accessory venous 
circulation is not maintained, then ‘the pres- 
sure within the kidney becomes so great 
that it not only produces venous stasis but 
arterial capillary obstruction with cessa- 
tion of secretion and resultant atrophy. 

With infection of the urine retained in 
the kidney pelvis, there may ensue pye- 
lonephritis, pyonephrosis converting ‘the 
kidney pelvis into a large sac and destroy- 
ing the parenchyma entirely. 

Stones may form at the point of stric- 
ture. This I had impressed upon me a few 
weeks ago when I operated on a young 
woman who had a stone the size of a fin- 
gernail and roughly triangular in shape. 
Dilatation of the ureter failed to dislodge 
it and on operatioin the reason was plain as 
the stone was so tightly wedged in the 
stricture that it could not be moved either 
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TREATMENT 

Dilation of the stricture thru a cysto- 
scope, beginning with the largest bougie 
that will pass thru the stricture and grad- 
ually increasing to 15F or more. Sometimes 
the smallest bougie will not pass, a condi- 
tion which may be due not so much to the 
stricture as to the spasm of the ureter from 
instrumentation. A few drops of butyn or 
2% novocain is often sufficient to relieve 
this spasm. Again the stricture may be of 
such small calibre that the smallest bougie 
will be obstructed. If the bougie is left up 
against the face of the stricture, or better 
still, if another is passed up alongside of 
the first and left for a time, it is often 
possible to pass the constriction. 

Hunner uses a wax bulb on an ordinary 
catheter and insérts it thru a Kelly cysto- 
scope. Unfortunately, few of us are able 
to handle this instrument with the dexter- 
ity he displays. The wax bulbs are of vari- 
ous sizes, but beyond a No. 9 will not pass 
thru the ordinary Brown-Buerger instru- 
ment. 

The pain after dilation is often quite 
severe and may require opiates, but can 
usually be relieved by hot baths or hot wa- 
ter bottle. To prevent an exacerbation of 
infection either at the site of the stricture 
or.in the renal pelvis, some urinary anti- 
septic should be given as a routine meas- 
ure. I prefer the enteric coated pill of neu- 
tral acriflavin. 

CONCLUSIONS 

1. In every case of abdominal pain, 
narticularly of the right side, the possibil- 
itv of stricture of the ureter should be con- 
sidered. 

2. When pus is found in the urine, a 
cystoscopic exa~ination with pyelograms if 
necessary should be made to determine the 
source. 
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DISCUSSION OF PAPERS BY DRS. DAY AND 
JAMIESON 

DR. CHARLES S. VIVIAN, Phoenix, Ariz. 

(Opening):—To discuss these two papers in five 

minutes is fruitless, but I can say a few things, 


perhaps. Dr. Day has covered the entire subject 
very fully; sorry he didn’t say anything about 
gonorrhea. 


There is one thing I want to emphasize and 
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that is you can’t infect a healthy bladder by a 
catheter. I have told a lot of people this, but 
they don’t believe it. I am glad to hear Dr. Day 
confirm this. 


The preparation of old men for surgery is an 
important point. These old fellows have very lit- 
tle margin of safety in the kidney, and when you 
subject it to the trauma of surgical procedure, 
it is usually more than they can bear, and they 
go out, as Dr. Day says in uremia. 

(At this point Dr. Vivian showed a number of 
slides of pyelograms, illustrating various types and 
degrees of ureteral stricture, with comment on the 
clinical features of each.) 


I was glad to hear Dr. Jamieson speak of 
acriflavine. When it was first spoken of in the 
Journal of Experimental Medicine some four years 
ago, I began to use it as an urinary antiseptic. I 
gave it in grain doses with four grains of soda bi- 
carbonate. If the patient happened to vomit, of 
course he was beautifully painted, but otherwise 
it did a lot of good. It is a very good urinary 
antiseptic. 

And now we have the Keretin coated pills. I 
remember a nurse once told me very excitedly 
that one of my patients had passed a stone. I 
said “Is that so? That’s fine.” It was one of 
the Keretin coated pills. She had passed it all 
right. but not through the urine. 

DR. S. H. WATSON, Tucson, Ariz.:—I want to 
comment on one thing Dr. Day said, that wher- 
ever tuberculosis is found it is a general disease 
and not a disease of that particular part; you 
practically always have the disease. You know 
there are no symptoms, but you have it. The 
worst thing about the operation is that the pa- 
tient assumes that is all there is to be done—all 
that will be necessary. I think all of these cases 
may be cured by the proper general treatment, in- 
cluding rest, heliotherapy, etc. 

DR. C. A. THOMAS, Tucson, Ariz.:—I would 
like to add one word about catheterization. I think 
to be safe this should alwavs be done before the 
bladder is too badly distended. 

I am not going to attempt to discuss these 
papers as I think they cover the entire field, but 
I would like to emphasize one thing and that is 
the differentiation in diagnoses in abdominal con- 
ditions. I have been humiliated more than once 
by having patients return where I had removed 
the appendix, and have it pointed out to me that 
he had a stone in the ureter or a stricture; this 
would be relieved and the patient would be all 
right. I think the differentiation should be made 
very distinctly before we go into operative pro- 
cedure. 

We have this type of thing in Tucson, which 
I think would apply to the whole society. Fre- 
quently our patients develop a marked pain. it 
is very easy to jump to conclusions and operate, 
when really it has some other source altogether. 

DR. W. R. JAMIESON:—I would like to tell 
you about a case that several of you men already 
know about, Dr. Lynch, and several others. 

This man was taken sick one Wednesday. He 
noticed quite a lot of blood in the urine; he 
thought nothing of that; two days later he noticed 
some more; Friday it appeared again, a great deal 
more than the first time. On Sunday he had an- 
other attack and passed quite a large quantity. 
On Tuesday I saw him for the first time, and on 
examining the bladder I found a long clot hang- 
ing out of the ureter. I passed a catheter up the 
ureter to the kidney and got almost pure blood. 
bate Bg this the man’s temperature jumped up 

We took every possible precaution to prevent 
infection and, as customary, I used a solution of 
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mercury and was very careful to eliminate every- 
thing that might cause infection of the kidney. 
Several days after that he had a very severe renal 
colic, which lasted for quite a while. The colic 
passed: away and the blood passed away; about 
Wednesday he passed about a pint of blood, the 
attack ‘coming on suddenly. X-ray pictures showed 
a little enlargement of the kidney, but not much. 
I want to say this, however, that this man had 
been to Juarez and had been indulging a little, 
probably half a dozen drinks a day. He was in 
a position where he had to cater to the Mexican 
officials and was being a good fellow. It was de- 
cided to take the kidney out, and after we got in 
there we found it was injected with areas full 
of: blood. We took it out, and Dr. Waite will tell 
you what it was like, and what we found. 

.. .With regard to acriflavine, I used it once in 
.a case of a tuberculous kidney where I had taken 
-out. the right kidney, which was nothing but a 
pus sac; he had an infection of the left kidney and 
bladder. By way of an experiment I used it in- 
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travenously and afterwards injected it into the 
bladder; he said it relieved the bladder, or at least 
he said he felt a lot better. It may have been, of 
course, that there was some other infection and 
it killed off the mixed infection. 

Dr. Day says that an ordinary specimen of 
urine isn’t worth very much. However, I think in 
women, where the urine is apt to be mixed with 
the vaginal secretions. you are likely to get pus, 
and the only way there is to get it is through a 
catheter. 

Dr. Waite will tell you about that kidney. 

DR. W. W. WAITE, El Paso, Texas:—This kid- 
ney Dr. Jamieson speaks of was enlarged some- 
what, but. not greatly so. The surface had bluish 
spots, wedge-shaped. There was considerable hem- 
orrhage of the kidney substance, and there were 
numerous round cell collections, in some places to 
such an extent that they were beginning abscess- 
es. It could -be classed as acute nephritis, with 
the hemorrhage coming apparently from the dis- 
eased areas. 


ACUTE OSTEOMYELITIS 


em James VANCE, M. D., F. A. C. S., 
EL PASO, TEXAS 


(Read before the El Paso County Medical Society, at El Paso, Texas). 


This subject is chosen for your consid- 
eration this evening, because of all the ills 
to which the body is liable, there is no con- 
dition which more fittingly requires emer- 
gency treatment. This malady is so insidi- 
ous in its onset, yet so disastrous and quick 
in its widespread destruction, that it should 
be associated in every practitioner’s mind 
as of equal importance with acute ap- 
pendicitis and intestinal obstruction, for it 
requires equally as prompt and efficient 
treatment. In spite of this being true, 
there is perhaps, today, no equally serious 
condition which is so poorly understood and 
so often wrongly diagnosed as acute osteo- 
myelitis: It is equally as important as in- 
testinal obstruction, and more important 
than acute appendicitis, because a large 
number of acute appendicitis cases will 
spontaneously recover from any given at- 
tack, but acute osteomyelitis will never so 
recover, unless given immediate and ade- 
quate relief, without leaving such wide- 
‘spread injury to bone and limb that the 
‘victim is a cripple, or more or less incapaci- 
tated for life. 


If correctly diagnosed and promptly 


treated, there would be no chronic oste- 


omyelitis to worry about, so we shall pur- 
posely omit any discussion of the chronic 
condition so that we may the better fix our 
minds upon the all important acute condi- 
tion. A chronic osteomyelitis or even a 


‘subacute condition is a badly mismanaged 


case, just as an appendiceal abscess is a 
badly mismanaged appendix case, with this 
‘great difference—that. the appendiceal ab- 
scess can be safely and comparatively 


quickly cured, while chronic osteomyelitis 
takes as many months or even years to 
cure as the neglected appendix case takes 
weeks. Added to all this the neglected 
osteomyelitis case is associated with ten 
times the suffering to the patient and ten 
times the expense coincident with the neg- 
lected appendix case. 


Acute osteomyelitis is a blood infection 
of the medulla of a bone. It most frequent- 
ly occurs in the long shafted bones, espe- 
cially the tibia and femur, but may attack 
any bone in the body. It occurs most fre- 
quently during the greatest bone activity, 
that is in children and adolescents, though 
it is not particularly uncommon in adults 
and occasionally occurs in advanced life. 
Fifty per cent of cases are said to occur be- 
tween 13 and 17 years of age. It is fur- 
ther said to occur three times as often in 
boys as girls, which strengthens the opin- 
ion that injury is often a major provoca- 
tive’ factor to this dread disease. 

In a very large percent of cases one bone 
only is involved, but rarely the infection 
may be multiple. The infecting organism is 
most generally the staphylococcus aureus, 
but the streptococcus, pneumococcus, and 
typhoid bacillus are sometimes found. Gen- 
erally the infecting organism occurs in pure 
culture, but when mixed infection does oc- 
cur the disease is particularly violent. Bone 
infection by the tubercle bacillus will not 
be considered in this discussion since it is 
slow in action and requires a different 
treatment. 

The infection nearly always begins in 
the shaft of the bone near the epiphyseal 
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line. Here it is held in check for twenty- 
four hours, then spreads rapidly through 
the entire shaft of the bone along the med- 
ullary canal. The infection may then spread 
to the adjacent joint around the epiphyseal 
cartilage, but rarely through it because this 
cartilage forms a strong barrier to infec- 
tion and shuts the entrance to the joint 
for from forty-eight to seventy-two hours. 


When the products of inflammation ex- 
ert enough pressure within the bone, the 
pus, following the systemic law of least 
resistance, makes its way through the Ha- 
versian canals and nutrient arteries to the 
periosteum. Pus usually begins to escape 
through the nutrient arteries to the per- 
iosteum at the end of seventy-two hours. 
The inflammatory process has always pre- 
ceded pus formation by close to forty-eight 
hours, so that swelling of the soft parts 
over the bone lesion begins in twenty-four 
to thirty-six hours after the establishment 
of the infection within the bone. 


The diagnosis is generally not difficult 
and though the condition is by no means 
rare, it does not occur sufficiently frequent- 
ly to enable every physician to make a 
prompt diagnosis. Early diagnosis may oc- 
casionally be very difficult, but in most 
cases conditions presented are nearly as 
follows: 


There is a history of slight injury, a 
recent exanthematous disease, or an acute 
febrile disease, especially influenza. There 
may be boils or other suppurative condition 
about the body. Frequently there is a his- 
tory of a wetting with ice cold water, as 
falling through the ice while skating. Fol- 
lowing within a week or so one of the above 
named conditions, there is a rather sudden 
onset of pain in one of the long bones, 
usually the tibia or femur, but the patient 
will refer to it as pain in the leg or thigh, 
the pain being as a rule very severe. The 
patient is sleepless and restless, and within 
twenty-four to forty-eight hours has a 
temperature of 102-104. Severe constitu- 
tional symptoms usually begin as early as 
48 hours after the onset of the pain, the 
temperature frequently rises from 104 to 
106 and the patient becomes delirious. The 
tongue is dry and coated, the face flushed 
with a drawn anxious look. 


Usually in 24 hours after the beginning 
of the pain, the affected bone becomes pain- 
ful to pressure over the site of infection and 
some slight swelling of the overlying soft 
parts has taken place. Both these symp- 
toms have increased at the end of 48 hours, 
till the swelling of the soft parts is well 
marked and pain from steady pressure on 


the bone even away from the point of in- 
fection is unbearable. 


There are two important facts that 
must be remembered. First, the x-ray will 
not show a lesion in the bone until it is too 
late to save the bone. Second, the leu- 
cocyte count is not always high early in: 
the disease, as shown in the case here re- 
ported, it being only 6700 with 75% poly- 
morphonuclears on sixth day and only 
13,100 whites with 80% “polys” on the 
eighth day of the infection, though the de- 
struction to both tibia and ankle in this 
case was far advanced. 


The following case is typical of the on- 
set of the disease: 


M. F., a little white girl baby not quite four 
years old, was perfectly well till Thursday after- 
noon, February 9th, 1924, when she is said to 
have hurt her left leg while playing with other 
children. Thursday night she slept all right but 
Friday complained of pain in her left leg and 
would not walk or bear any weight on the leg. 
Friday night she cried frequently during the night 
from pain in the limb. Saturday the pain was 
worse and that afternoon her temperature rose 
to 102. Saturday night the child cried bitterly from 
pain nearly all night and Sunday the temperature 
rose to 104 and some swelling of the left leg above 
the ankle was noted. Monday, the temperature 
ranged between 105 and 106, and the child was 
delirious all day. There was increased swelling 
of the left leg above the ankle till it was quite 
noticeable, especially on the tibial side. Tuesday 
and Wednesday all symptoms grew worse and the 
swelling of the leg extended to the ankle and dor- 
sum of the foot. The child was wildly delirious 
and the temperature continued from 104 to 106. 


Thursday. Dr. Craige was called, and ordered 
a blood count, x-ray and urinalysis to be made. 
The blood count showed only 7200 whites. and 75% 
polymorphonuclear leucocytes. The __iurinalysis 
showed both albumin and pus, but the x-ray dem- 
onstrated no bone lesion. Dr. Craige udvised that 
a surgeon be called at once, but for some reason 
this was not done till the following day. This was 
Friday, February 15th, one week after the active 
onset of the disease, when the writer was first 
called to see this case. The child was unconscious, 
and profoundly septic. The pulse was 150 and 
the temperature 106. The whole left leg was 
swollen to the knee. The ankle and dorsum of 
the foot were especially swollen, with two angry 
red spots just below the external and internal 
malleoli. A dusky area extended from the red 
spot below the internal malleolus to well up be- 
yond the lower epiphysis of the tibia. A blood 
count made that morning showed 13100 whites 
and 80% “polys.” 


The child was sent to the hospital at once and 
under local anesthesia, an incision was made over 
the lower end of the tibia down to the bone and 
from beneath the periosteum about four ounces of 
yellow pus escaped. The periosteum was found 
to be stripped away from the entire shaft of the 
bone and throughout its entire circumference. The 
ankle joint was then opened on both sides and 
pus escaped from both wounds. Through an er- 
tor in judgment, the shaft of the tibia was not 
then opened it being supposed that the amount 
of pus beneath the periosteum must indicate free 
communication with the shaft of the bone. Free 
“rainage was instituted and large moist antisep- 


tic’ dressings- were applied and the little patient 
put to bed. 

There was no abatement of symptoms within 
twenty-four hours, although there was free drain- 
age from all three wounds. The tibia was then 
opened just above the epiphysis and about a tea- 
spoonful of pus escaped from the bone, and this 
was followed by no abatement of the symptoms. 
In. other words the infection was no longer local 
but was systemic even at the time of the first op- 


eration, but thinking that there might be a lack 
of free drainage, the tibia was opened up at vari- 
ous points throughout the entire length of the 
shaft, and the ankle joint was opened more freely 
on both sides. None of these operative procedures 
seemed to have the slightest beneficial effect on 
th child’s pitiable condition, and there was no 
noticeable improvement for four weeks, then the 
child gradually improved, and was able to go home 
eight weeks after operation, with numerous dis- 
charging sinuses from the tibia and ankle joint. 
The child was still running a temperature of 100 
to 101 every evening, but was taking nourishment 
freely and had shown great improvement. 


With the idea of lessening the amount of sep- 
tic absorption by removing the purulent dead 
shaft of the tibia, the child was sent back to the 
hospital, and on May 20th the entire tibia was re- 
moved from just below the upper epiphysis to 
the ankle joint, including of course the lower epi- 
physis, which was dead and loose. This procedure 
was done three and one-half months after onset of 
the disease, and was not done earlier because we 
wished the process of new bone formation to be 
well under way before the framework of the dead 
bone was removed. This process of new bone 
formation is not well advanced for something like 
three months after the death of the bone involved. 


Various metastatic abscesses have formed in 
other bones of this child’s frame. The first was 
noted in May. two and one-half months after the 
beginning of the disease, and occurred in the out- 
er third of the left clavicle. Next, the right clavi- 
cle was involved at the same point was that in 
the left. This occurred just prior to the removal 
of the dead shaft of the tibia. Next the posterior 
border of crest of the ilium was bumped by the 
seat of a swing in the latter part of July. This 
blow was sufficient to produce a contusion and 
swelling and two weeks later the bone abscess 
developed. Then in the latter part of September, 
the final abscess to date appeared just above the 
lower epiphys's of the left ulnar. 


Probably due to the acquired immunity devel- 
oped in the child. all of these metastatic abscess- 
es have quickly localized, and each was in turn 
opened and the dead bone curetted away with a 
sharp curette. These abscesses have so far healed 
rather kindly in from six to ten weeks. 


By September 5th, a new tibia had formed, as 
shown by x-ray, that would easily bear the weight 
of the child, and she could now be walking were 
it not for a still existing (October 18, 1924) sinus 
to the inner side of the ankle joint. This prob- 
ably leads to necrosed bone in the astragaius. 
which has recently been curetted and we haope 
will heal in time. 


The child has now regained her healthful look 
and eats and sleeps well, but she will be more or 
less a cripple all her life. 


The pus removed from beneath the periosteum 
and from the ankle joint at the original operation 
showed a pure culture of staphylococcus aureus. 
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It does not seem possible in this day 
and time that so typical a case of acute 
osteomyelitis could have been so neglected 
for a whole week as this case was, yet it 
did, happen right here, and similar neglect- 
ed cases have occurred and are occurring 
in other like communities, and this sad 
story is recorded in the hope that it will 
never again occur in this community. 


The treatment is obvious when it is 
kept in mind that there is an infection with- 
in the bone, the walls of which are unyield- 
ing to the accumulating products of inflam- 
mation. Therefore the bone must be opened 
at the earliest possible moment. This 
should be done within the first twenty-four 
hours when diagnosis is possible. Do not 
wait for a certain diagnosis, because open- 
ing a normal bone will do little or no harm, 
and if the bone is infected you have done 
a great thing for that patient, because the 
intense suffering will be relieved and the 
bone will b2 saved and a comparatively 
quick easy recovery will result. If opened 
within the frst 24 hours after the onset of 
sypmtorrs, pus will generally not be found 
but that makes no difference because the 
opening in the bone makes a vent through 
which the accumulating products of inflam- 
mation will escape and the bone will be 
saved. Septic material will not be forced 
into the blood, as is the case when the bone 
is not opened, because the pressure within 
the bone forces both the poisonous inflam- 
matory fluids and the invading bacteria 
themselves into the blood stream, which 
explains why these patients are so pro- 
foundly septic at the end of forty-eight to 
seventy-two hours. 


It is not necessary to open the bone 
over the exact point of infection, though 
this of course would cause a quicker and 
easier recovery. All that is necessary is 
that the bone be opened and that promptly. 
It should te kept in mind that the infection 
nearly always starts near an epiphysis, and 
the bone should be opened at the tenderest 
pressure point that can be elicited. 


If the bone is opened toward the end of 
forty-eight hours, pus will usually be found 
and the bone will generally be saved, and 
any case that is not opened within this 
time is a sadly neglected one. 


The wound should be left wide open and 
dressed with abundant moist antiseptic 
gauze. 


If these simple operative procedures are 
carried out early, there will be no chronic 
osteomyelitis, and no more sad cases to 
report like the one herein related. 
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St. Joseph’s Hospital 
PHOENIX - ARIZONA 
Fulfills all the requirements of a Class A Hospital 


Staff:—Physicians of Maricopa County be- 
long to the “open staff;” other physicians may 
send or bring patients to the hospital, so long 
as the staff rules are adhered to. 


Staff Meetings:—Are held each month from 
October to May. At these meetings, the clin- 
ical work of the hospital is discussed and means 
for improving the general service suggested. 


Records:—The clinical records are compiled 
and filed in accordance with the requirements 
for Class A hospitals. 


Clinical Laboratory:—Trained technicians 
work under the direction of a medical patholo- 
gist; all routine and special examinations re- 
quired by modern clinical practice are prompt- 
ly performed. 


X-Ray Laboratory:—Every facility for x-ray 
diagnosis and high voltage x-ray therapy, this 
department being in charge of a competent 
roentgenologist. 


With a specially trained dietician working in 
conjunction with the clinical laboratory, this 
hospital invites the reference of cases for meta- 
bolic studies, particularly diabetic patients re- 
requiring the determination of their carbohy- 
drate tolerance and insulin requirements. 


CORNER OF POLK AND FOURTH STREETS 
(On Indian School Car Line) 
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THE ARIZONA ANNUAL MEETING IN 
BISBEE 
The Thirty-fourth Annual Meeting of the 
Arizona State Medical Association will be 
held in Bisbee, Ariz., April 16, 17 and 18. 
The last meeting in Bisbee was just thir- 
teen years ago (1912). At that meeting 
the Association voted to have “dry” ban- 
quets in the future. Just to show what 
they think about this, the Cochise County 
Society, this year, have voted to hold the 
annual dinner in Agua Prieta, with a mescal 
cactus in the middle of the table. The Com- 
mittee on Arrangements advise us, in con- 
fidence, that they have done this against 
their convictions, but out of deference to 
the well-known propensities of the Phoenix 
deJegation. 
ine Chairman of the Program Commit- 
tee, Dr. G. H. Fitzgerald, of Bisbee, has 
written the State Secretary that the pro- 
gram is “coming along.” The sections of 
the program containing papers on tubercu- 
losis and industrial medicine are about com- 
plete. It is expected that the March issue 
of this journal will carry the complete pro- 
gram for this meeting. 


NEW MEXICO MEDICAL SOCIETY AN- 
NUAL MEETING 

The Forty-Third Annual Meeting of the 
New Mexico Medical Society will be held in 
Clovis, N. M., May 19, 20 and 21. 

Arrangements now in progress give 
promise that this will be the best meeting 
the Society has ever held. The program 
will be largely by New Mexico men, though 
it is contemplated having some distin- 
guished visiting men on the a 


It is now time for all county secretaries 
to complete their collections for annual dues 
for 1925 from all their members, so as to 
be ready to make a 100% report when they 
receive blanks from ‘the Secretary of the 
State Society. 

Those members of the State Society 
who are affiliated direct as “members at 
large” should send their annual dues of 
$5.00 directly to the State Secretary (Dr. 
C. M. Yater, Roswell, N. M.), without fur-~ 
ther notice. Some have already done so. 

Do not let us be tardy about these mat- 
ters. If the New Mexico Medical Society is 
to function properly, every member should 
take an active interest in the meetings and 
— them, whenever it is humanly pos-. 
sible. 

Now, Doctors of New Mexico, set these - 
dates down in your memories and reserve 
them for the Forty-Third Annual Meeting 
at Clovis,—and do not forget to pay your 


dues _NOW. 
C. M. YATER, 
Secretary. 


MRS. E. S. BULLOCK 

The Secretary of the Grant County Med- 
ical Society, New Mexico, reports the unex- 
pectedly sudden death of Mrs. E. S. Bullock, 
wife of the veteran director of the Cottage 
Sanatorium at Silver City, whose friends 
throughout the Southwest will extend sym- 
pathy in his bereavement. 

Mrs. Bullock has been known to have 
arteriosclerosis, but the attack which im- 
mediatetly preceded her death was unex-. 
pected. She was buried in the ‘Masonic | 
Cemetery, at Silver City. - aa 
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DR. WILLIAM ARNOLD GREENE 

In the death of Dr. Wm. A. Greene, of 
Douglas, Ariz., on December 15, 1924, one 
of the pioneer physicians and surgeons of 
the state passed. Dr. Greene came to Bis- 
bee, Ariz., in 1891, as surgeon for the Cop- 
per Queen Company, and from that time 
until his death, he was a leader in the pro- 
fessional and civic life of Cochise County. 
One of the organizers of the Cochise Coun- 
ty Medical Society years ago and one of 
the founders of the Kiwanis Club of Doug- 
las, his life spanned many years of activ- 
ity and usefulness. The following article 
from the Douglas daily paper gives a sur- 
vey of his accomplishments and place in 


the community :— ; 
Dr. William Arnold Greene, mayor of Douglas 


from June 1, 1908, t6 May 31, 1910, first president 


of the Douglas Kiwanis club, an early resident of 
Douglas and the southwest, and a beloved citizen, 
died at his Ninth street home yesterday afternoon 
after 2a illness of several months during which 
he had been confined to his home, 

Funeral services will be conducted Wednesday 
afternoon at 3:30 o’clock from the Episcopal 
church under the auspices of the lodges of which 
he has been a member for many years. Dr. Greene 
wus a member of Mount Moriah Lodge No. i9, F. 
and A. M.; past high priest of the Keystone chap- 
ter of R. A. M. No. 9, Arizona, and a member of 
Douglas Lodge of Elks. He was one of the found- 
ers and thc first president of the Douglas Kiwauis 
club, the organization of this club being one of 
his last public services before his illness. 

Dr. Greene was born at River Point, L. I., June 
1, 1869. He started the study of medicine at an 
early age and gained his first knowledge of the 
profession as an apprentice in the office of prac- 
ticing physicians. He came west when 22 years 
old and in 1891 settled in Bisbee, being at that 
time the surgeon for the Copper Queen. 

Since coming to Douglas, Dr. Greene interest- 
ed himself at all times in the welfare of the com- 
munity, being throughout his residence here close- 
ly connected with the city administration. He 
drafted many of the rules under which the present 
health department works and prior to his election 
as mayor he was for two years a member of the 
city council at the time William Adamson was 
mayor. 

Dr. Greene married Miss Adeline Slaughter, 
the daughter of the late John Slaughter, a pioneer 
Arizonan and the owner of Slaughter’s ranch, near 
Douglas, with which is connected so much of bor- 
der history. Three children, John Slaughter, Wil- 
liam Arnold, Jr, and Adeline Howell resulted from 
this marriage. 

Flags on all city property and public build- 
ings of all kinds throughout Douglas were lowered 
to half staff yesterday by order of Mayor Hin- 
ton. Expressions of regret at the passing of the 
physician were heard throughout the city from 
men, women and children. 


FOUR SURPRISING RULINGS IN A 
MALPRACTICE SUIT 


In the recent malpractice suit against 
Drs. Clyne and Callender, news note regard- 
ing which is printed elsewhere in this issue, 
there were some very surprising rulings 
on points of law by the presiding judge. 


73° 


Some of these deserve thought, for the 
lessons which they bring us, regarding the 
importance of protection against such suits. 

The first ruling was on the application 
of our Arizona statute regarding privileged 
communications. The plaintiff was permit- 
ted to give in detail an account of her visits 
to two doctors of Tucson, to whom she told 
her symptoms; she recounted what she told 
them, what they told her, what medicines 
they gave her and the effect of their treat- 
ment. Yet when these doctors were called 
as defense witnesses, the presiding judge 
held that the privilege had not been opened 
by the plaintiff’s testimony, and the valu- 
able testimony of these doctors for the de- 
fendants was not available. 


The next ruling was upon the applicabil- 
ity of the legal principle of res interlocitur 
to this case. Dr. Clyne was the plaintiff's 
family physician; she inquired of him re- 
garding the advisability of x-ray treatment 
for eczema on her leg; Dr. Clyne referred 
her to Dr. Callender who was, thereafter, 
her doctor for this condition. Dr. Clyne 
was sued jointly with Dr. Callender, on the 
ground that since he referred her, he was 
jointly liable with Dr. Callender for the 
results of the treatment. The judge over- 
ruled the motion to dismiss the action 
against Dr. Clyne, and held that the prin- 
ciple of joint liability was applicable. 


The third ruling was upon the admissi- 
bility of the expert opinion of an osteopath 
regarding the results of medical treat- 
ment. The piaiutiff had an affidavit from 
a certain “Dr. Scout,” who is un osteopath, 
but hoids an “M. D.” degree from the 
Pacific Medical College, a fraudulent con- 
cern in Los Angeles, not recognized as a 
medical college by the American Medical 
Association. The affidavit was to the ef- 
fect that the witness is an expert in x-ray, 
and that the lesion on the plaintiff’s ankle 
was an x-ray burn. Defendant’s attorneys 
asked for a ruling on the admissibility of 
the testimony of an osteopath in a suit for 
medical malpractice, intending to impeach 
the qualifications of the witness as a medi- 
cal practitioner. The presiding judge, how- 
ever, ruled unhesitatingly that an osteo- 
path could qualify and testify as an expert 
in this case. 

The fourth ruling hinged upon the third. 
Since the testimony of the osteopath was 
absolutely the only expert evidence present- 
ed that the lesion on which suit was brought 
was an x-ray burn, the defendants argued 
for a dismissal, on the ground (1) that no 
expert evidence had been presented that the 
lesion resulted from any treatment given 
by Dr. Callehder; having admitted the de- 
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position of the osteopath, the judge, of 
course, had to deny this argument; (2) no 
testimony whatsoever having been present- 
ed that the defendants were ever guilty of 
negligence, carelessness or lack of judg- 
ment in administering treatment, and that 
the result of treatment, in itself, unsup- 
ported by collateral testimony, is not evi- 
dence of malpractice, dismissal was sought. 
This motion was over-ruled by the presid- 
ing judge, who held that it was for the jury 
to decide for themselves whether the result 
of treatment was evidence of poor judg- 
ment. This is a direct reversal of the uni- 
versal ruling in such cases, which is to the 
effect that the plaintiff must prove negli- 
gence or carelessness in treatment, and the 
burden of proof is not on the defendant. 

We had, therefore, a case in which, ac- 
cording to the ruling of the judge, 

(1) A doctor referring a case to a spe- 
cialist is jointly liable with that specialist 
for the results of the treatment. 

(2) The results of the treatment can 
be presented to the jury without any sup- 
porting testimony, for the jury to decide 
whether the doctor was negligent or not. 

(3) The opinion of a non-medical “cult- 
ist” is acceptable as expert testimony, re- 
garding the outcome of a medical or surgi- 
cal procedure. 

These rulings are interesting for the 
sidelight they throw on the attitude of 
some intelligent members of society toward 
the practice of medicine. Fortunately they 
had little effect with the jury in this in- 
stance, as they brought in a clear verdict 
for both defendants in ten minutes. Had 
their verdict been adverse, the case would 
undoubtedly have been reversed in the Su- 
preme Court on any of the four rulings 
mentioned above. 

The lesson to be learned in this case is 
the necessity for defense by attorneys thor- 
oughly versed in the decisions in medical 
malpractice cases. The only weak point in 
the defense of this case was the failure to 
inundate the presiding judge with decisions 
of exactly parallel cases, so that he would 
have hesitated to rule exactly opposite to 


the universal decisions in other courts: 


throughout the country. It is the function 
of the Defense Committee of the State As- 
sociation to have these decisions on hand 
and available for any case. In other words, 
this case would have been strengthened by 
the participation of the legal talent of the 
State Association in the defense. 

Very material assistance was given by 
the Secretary of the Arizona Association, 
who had been in correspondence with the 
Los Angeles County Medical Society about 
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this case and through Dr. Harlan Shoe- 
maker, Secretary of the latter society, suc- 
ceeded in preventing the securing of expert 
testimony from any member of that organ- 
ization, on behalf of the plaintiff. 


MARICOPA COUNTY MEDICAL SOCIETY 


The first meeting of the new year was held 
at the Business and Professional Women's Club, 
on Saturday, January 3rd. 

A dinner preceded the meeting. The attend- 
ance was not what had been expected. 

Dr. Brockway, president, presided, and brought 
up many things pertinent to the society meetings 
for the coming year. The by-laws requiring that 
the first meeting should be one of business and 
ethics, this was adhered to in this case. 

Dr. Bannister offered the following resolution, 
and presented it in writing ‘to the secretary so as 
to bé voted on at the next meeting: “Be it re- 
solved, that that section and article of the by- 
laws of the Maricopa County Medical Society hav- 
ing to do with the number of meetings per month 
be amended to read, ‘The Maricopa County Medi- 
cal Society shall regularly meet on the first Sat- 
urday of each month.’ ” 

Dr. Brockway brought up the advisability of 
bringing outside papers to our regular meetings, 
also whether we should meet at dinner first and 
whether we should meet again with the Ladies 
Auxiliary. 

These topics brought out the following dis- 
cussions and resolutions: 

Dr. Harbridge thought that the County Medi- 
cal Society, which is our own local branch, should 
not be secondary to hospital staff meetings or 
other medical activities more or less run by out- 
siders. To only have a monthly meeting of the 
Society because of so many meetings a month 
would boost other things at the expense of the 
only thing that was local. 

Dr. Holmes thought that to change the meet- 
ings to only once a month would be out of har 
mony with the spirit of the meetings. 

Dr. Shields said that the outside men seemed 
able not only to get to the meetings twice a month 
but to be on time when a 6:30 p. m. dinner was 
served. 

Dr. Wilkinson thought we should meet at din- 
ner once a month. 

The Secretary thought that a better represent- 
ation could be brought out with only one meeting. 

Dr. Goodrich spoke of the multiplicity of meet- 
ings and thought that once a month is enough. 

Dr. Wilkinson made a motion that ‘the meet- 
ings be held once a month down town at a 6:30 
dinner hour. Seconded by Dr. Goodrich. Dr. 
Smith offered an amendment that the rate be 
changed to $2.00 so that we could be better en- 
tertained gastronomically, which would be an ad- 
vantage for better attendance. The amendment 
lost. Motion carried. 

Dr. Harbridge thought that local talent should 
be used as far as possible for papers, and that the 
spirit of the meetings should be one of mutual 
helpfulness, and that we had good talent if it could 
be induced to give papers. Dr. Holmes, with a 
ripe experience in getting papers, thereby asked 
men to volunteer papers. Drs. Harbridge, Brown 
and Smith offered to give papers when called upon. 

The President believes that outside talent 
commands better audiences, simply because 
they are an attraction and a prophet is not with- 
out honor save in his own country. 

Dr. Wylie said that we could give as good 
Papers as any outsiders, but what was the use? 
It was of little value to advertise to local men whe. 


| 
q 
| 
| 
4 
} 
4 
. 
i 
— 


FEBRUARY, 1925 


already know your wares and limitations, whereas 
the man who comes from the outside could put 
lots of time on a paper because he believed it 
paid him something somewhere. 


Dr. Brown made a plea for local papers. 


Dr. Harbridge offered the following motion: 
“That local men be used as far as possible with 
only an occasional outsider.” Dr. Brown seconded 
the motion. Carried. 

Dr. Dameron made a motion that these things 
should be left to the President and Secretary to 
further determine. Dr. Holmes seconded the mo- 
tion. Carried. 

Mr. R. M. Philleo, Vice President of the Phoe- 
nix National Bank, made a well prepared talk on 
“The Extension of Credit.” 

Mr. Philleo said he likes the frankness with 
which our meetings are conducted; that we could 
give bankers a lesson that way. Mr. Philleo said 
that most of the time we are to blame for our 
accounts receivable; that they are worthless as 
security for loans after becoming ninety days old. 
‘He saw no relief for the medicos because of their 
‘code of ethics. He kept referring to the fact that 
our code of ethics made us poor bankers. He said 
our attitude was one of service but that we are 
the only profession that does not ask where and 
how payment is to be made by anyone who ap- 
plies for our services. A banker would be lax in 
his duty or worse things should he take such an 
attitude. He said that banks would be glad to 
handle notes for physician depositors at a very 
small fee. He urged notes in all cases, especially 
when someone died. Also that small monthly 
notes could be collected through a series of notes 
which seems to be the way most Americans pay 
for anything they buy. He said that the banks 
ask for this business and to have the bank collect 
would leave the doctor in a better position with 
the patient. The attitude toward the first note 
generally determines the good will behind the 
signature. 

Dr. Wilkinson moved a vote of thanks be giv- 
en Mr. Philleo for his excellent presentation. Dr. 
Drane seconded the motion. The President in- 
structed a rising vote. 

Dr. Holmes spoke of “The Physician and His 
Hobby.” In a witty vein he showed that hobbies 
cost money. His golf costs him about $40 per 
game. Wild cat oil stocks, which is a hobby of 
-most of us, costs more than that. 

Dr. Carson spoke on “The Physician and. His 
Duty Towards the Public.” Dr. Harbridge con- 
tinued this talk from the standpoint of the Ameri- 


can Medical Association and the magazine 
“Hygeia.” 

Dr. Wylie spoke on “Medicine as a Profes- 
sion.” 


Dr. Brown expressed his feelings in a short 
talk entitled, “Our Attitude Towards the Cults.” 

Dr. Drane read a paper on “The Physician in 
His Relation Towards His Brother Physician.” 

Those present were: Mr. Philleo and Drs. 
Clohessy, Smith, Goodrich, Felch, Thayer, Greer, 


Wilkinson, Harbridge, Shields, Carson, McNeil, 
Stroud, Wylie, Brockway, Bannister, Dameron, 
Drane, McIntyre, Brown, Schwartz, Thomas, 


Holmes, Bailey, Couch, Shelley, Martin (Glendale), 
Yandell, Franklin, and Dr. R. L. Penn of West 
Virginia, a visitor. 

R. J. STROUD, Secretary. 


MARICOPA COUNTY MEDICAL SOCIETY 

The meeting of January 17th, 1925, was held 
-in the basement of the Ellis Building, and began 
with a dinner at 6:30 p. m. 

Dr. Brockway presided. The Secretary read 
the minutes of the last meeting, and a vote was 
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taken on Dr. Bannister’s motion presented at that 
meeting. The motion was lost. 

A motion was made that Dr. Thomas. Cum- 
mings, a member in good standing of this Society, 
be transferred to the Santa Monica branch of the 
Los Angeles County Medical Society. The motion 
was seconded and passed. The Secretary was in- 
structed by the chair to notify the Secretary at 
Los Angeles. 

Dr. Couch discussed again the matter of bring- 
ing in foreign papers to stimulate attendance, and 
the Secretary was instructed to get in touch with 
outside talent as soon as possible. 

The Secretary read a communication from Dr. 
Harbridge in relation to having us represented by 
men giving papers at the State Association meet- 
ing to be held at Bisbee in April. Dr. Fitzger- 
ald has the program twothirds filled and would 
like to finish the program as soon as possible. 

A collection scheme was tabled on motion of 
Dr. Couch, so that the President and Secretary 
could look into its merits. 

Dr. Wilkinson asked what the Society thought 
about donating towards a radio set for the Ari- 
zona Deaconess Hospital. No action was taken. 

Dr. McIntyre made a motion that the Society 
take from its treasury moneys to reimburse the 
caterers for the deficit of the last two meals. 
Seconded and carried. 

Dr. Harbridge read a paper on “Refraction.” 
He made the statement that his paper was for 
the purpose of acquainting the general practitioner 
with some of the things about which he might be 
better off to know. He did not condemn the op- 
tometrists for their work, but said that many of 
the best of them had a wonderful knowledge of 
optics, and did good work. He rather criticised the 
oculist in that his practice being 65% refraction, 
it became more or less an onerous duty to meas- 
ure eyes and the tendency was towards careless- 
ness because of familiarity. and poor results which 
might go to the optometrist. When the oculist 
had the use of a mydriatic which the optometrist 
could not use and had such an advantage in its 
use the oculist should do such work that medical 
men would not be guilty of sending patients to 
optometrists, which they do at the present. 
Oculists sometimes fall into the error of always 
making glass the same as an optometrist. Some 
patients demand them anyway. He said that the 
“Horn Rim” was an obstacle to be overcome. Peo- 
ple wanted them and demanded them. The break- 
age is less anyway in horn rims, but he maintained 
that the fittings were not adjusted perfectly. 

Dr. Harbridge told how manufacturers of vari- 
ous varieties of glasses manufacture and ground 
their product, and the advantages and disadvantag- 
es of each. He had a plus and minus lens present 
to demonstrate movements which gave an idea as 
to the general way they worked. He told that 
the eye becomes more or less fixed at an early 
age and that the need of presby-optic glasses did 
not come until late. The change is gradual. Any 
sudden change should be looked at carefully for 
glaucoma or some other trouble. 

Dr. Yandell in discussing the paper thought 
that the oculist’s work was not well enough adver- 
tised to the public. Wanted to know how to cor- 
rect the impression that oculists only treated eye 
diseases. Dr. Bailey said he had many patients 
say they were surprised when they found he fitted 
glasses. 

Dr. Vivian read an excellent paper on “Impo- 
tence in the Male.” This was nicely illustrated 
by lantern slides showing a lot of original photo- 
graphs made from clay models of specific cases. 

The question was presented very thoroughly 
und he had his notes ready for publication, which 
was a satisfaction to the Secretary and Dr. Wat- 
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kins. Drs. Brown, Jordan and the President en- 
tered into the discussion. The gist of the. thing 
was that we are a heartless and cruel race of 
men when, as doctors, we tell the fellow who is 
impotent that he should go home and forget about 
it. He is a sick and wretched man who comes to 
us for advice and not platitudes. His mental suf- 
fering is enormous. We should not dismiss him 
lightly. (Send him to a specialist!) He should 
be examined to get at the seat of trouble. Gon- 
orrhea stands at the head of the list of causes. 
Masturbation and withdrawal alse are factors, as 
well as enlargements of the prostate and tumors 
of the posterior urethra. 

These cases can and should be treated the 
same as any other medical condition. When this 
paper is published, it will be well worth the time 
to read it. 

Those present were: Drs. Couch, Brockway, 
Felch, Harbridge, Watkins, Bailey, Wilkinson, 
Brown, Holmes, Shelley, McCall, Stroud, Phillips, 
Ellis, Yandell, McIntyre. Dr Victor Randolph was 
a_ visitor. 

The meeting at 10:10. 
. J. STROUD, Secretary. 


SANTA CRUZ COUNTY (Ariz.) MEDICAL 
SOCIETY 

The annual business meeting of this society 
was held on Dec. 17th, 1924, at which time the 
officers for the past year were re-elected to serve 
for the ensuing year, as follows: 

Dr. A. H. Noon, Nogales, president. 

Dr. H. W. Purdy, Nogales, vice-president. 

Dr. W. F. Chenoweth, Nogales, secretary. 

Dr. A. L. Gustetter, Nogales, delegate. 

Drs. V. A. Smelker, T. B. Fitts and H. W. 
Purdy, censors. 


PIMA COUNTY (Ariz.) Medical Society 

The regular monthly meeting of the Pima 
County Medical Society was held at the Old Pueblo 
Club, in Tucson, on January 13th. This was also 
the annual meeting for election of officers. 

The meeting started late, as most medical so- 
cieties do, and several matters of business came 
up for discussion; communications were read by 
the secretary and two applications for member- 
ship were referred to the censors. One of these 
was from Tucson’s abortionist, and brought forth 
the motion that the Board of Medical Examiners 
be requested to consider the evidence available as 
proof that this practitioner’s license be revoked. 

The scientific program consisted of a sympo- 
sium on “Kidney” and was presented by the mem- 
bers of the Thomas-Davis Clinic. 

Dr. S. C. Davis read the introductory paper 
which described the physiology of the kidney and 
methods of determining its function. 

Dr. Alvin T. Kirmse presented a paper on the 
importance of pyelitis and urinary infections in 
children, describing several cases in which ob 
scure disturbances proved to be due to pyelitis 
Repeated urine examinations should be the rule 
in every puzzling condition in children. 

Dr. M. C. Comer described the changes which 
kidney involvement produces in the eyes, and the 
importance of linking up the eye findings with 
constitutional disturbances, particularly of the 
kidneys. 

Dr. W. G. Schultz presented a detailed paper 
on urological lesions, illustrating by several well- 
written case reports and beautiful pyelograms. 

Dr. C. A. Thomas presented a brief paper on 
surgical lesions of the kidney. These papers 
brought forth considerable discussion, and _ the 
meeting was a decided success. 

The election of officers followed, resulting in 
the choice of the following: 
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Dr. S. C. Davis, President. 

Dr. Victor M. Gore, Vice-President. 

Dr. P. B. Newcomb, Secretary-Treasurer. 

Dr. C. W. Mills, Censor. 

Two or three visiting doctors were in attend- 
ance, among them Dr. Warner Watkins, of Phoe 
nix, who was in the city as an expert witness on 
behalf of Drs. Clyne and Callender, whose suit 
was on trial. W. W. 


COCHISE COUNTY (Ariz.) MEDICAL SOCIETY 

At the annual meeting of this Society, held in 
Bisbee in December, the following otticers were 
elected for 1925: 

Dr. Z. Causey, Douglas, president. 

Dr. A. E. Cruthirds, Bisbee, vice-president. 

Dr. C. H. Lund, Douglas, secretary-treasurer. 

At the January meeting, held in Douglas on 
Jan. 10th, there was a good attendance. Dr. Z. 
Causey, the incoming president, read a paper on 
“Periodic Physical Examinations,” which will be 
published in a subsequent issue of the journal. 
Several interesting case reports. were presented 
and discussed. Plans for the forthcoming enter- 
tainment of the State Association ~ere discussed. 
The society is preparing to give all those who are 
fortunate to attend a run for their money, and 
without having to stage a chicken fight to do it. 

GRANT COUNTY (N. M.) MEDICAL SOCIETY 

This society has not held a meeting since Sep- 
tember last, until January 30th, 1925, when meet- 
ings were resumed. On that date, the society met 
in the Officers’ Club at Fort Bayard, with Dr. E. 
S. Bullock, as chairman protem, in the absence 
of Dr. F. N. Carrier, acting president. 

The paper of the evening was by Dr. Carl 
Hagen, of Silver City, N. M., on “Appendicitis 
with Some Unusual Features.” The case reported 
contained some interesting features which are not 
frequently met with. The paper was discussed by 
Dr. L. L. Miner, of Silver City, who had seen the 
case in consultation, by Dr. F. J. Nordby of Fort 
Bayard and Dr. Carl E. Bosley, of Silver City. 

As visitors, there were present Dr. D. B. Wil- 
liams, Chief Division of County Health, Bureau of 
Public Health, and Dr. Osterhouse who has recent- 
ly located in Silver City. Dr. Williams gave a 
short talk stressing some legislation necessary to 
the welfare of the Health Bureau, and which it is 
desired shall be enacted at the present legislature 
in session at Santa Fe. 

The election of officers for the current year 
resulted. in the choice of the following: 

Dr. E. S.. Bullock, Silver City, president. 

Dr. S. T. Taylor, Fort Bayard, vice-president. 

Dr. Bayard Sullivan, Fort Bayard, secretary. 

Dr. F. J. Nordby, Fort Bayard, treasurer. 

Dr. O. F. May, Fort Bayard, censor for three 

Dr. W. D. Huff, Santa Rita, delegate to State 
Society. 

Dr. F. N. Carrier, Santa Rita, alternate. 

Dr. L. L. Miner, Silver City, State Committee 
on Public Policy and Legislation. 

Dr. F. N. Carrier was appointed to represent 
Grant County on the State Governing Committee 
of the Gorgas Memorial. 


WANTED—Medical appointments for class A physi- 

cians. The credentials of all applicants have 
been thoroughly investigated. Complete biogra- 
phies are available to employers. Information cov- 
ering vacancies is submitted to only those who 
meet the requirements. Applicants are registered 
from every part of the country; hence, in most 
cases personal interviews can be arranged con- 
veniently. No charge to employers for the intro- 
duction of candidates. The Medical Bureau, 824 
Marshall Field Annex, Chicago. 
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HEN food does not feed—when even 

y y milk, the most nearly perfect of 
all nutritional foods, fails to nour- 

ish, the difficulty may be quickly 

and positively overcome by the addition of 
1% of pure, unflavored, unsweetened gela- 


tine to the milk. 


The protective colloidal ability of the gel- 
atine, in preventing the coagulation caused 
by the enzyme rennin and hydrochloric 
acid of the gastric juice, will largely pre- 
vent stomach curdling and insure the com- 
plete assimilation of all the nutritional ele- 
ments of the milk. Thomas B. Downey, Ph. 
D., of Mellon Institute, University of Pitts- 
burgh, has clearly proved by a series of 
standard feeding tests that the addition of 
1% of pure, plain gelatine, dissolved and 
added to milk, will increase the nutritional 
yield by about 23%. The approved formula 
is here given: 


Soak for ten minutes one level table- 
spoonful of Knox Sparkling Gelatine in 
% cup cold milk taken from the baby’s 
formula; cover while soaking; then place 
the cup in boiling water, stirring until 
gelatine is fully dissolved. add this dis- 
solved gelatine to the regular formula. 


For children and adults follow the same 
method in the proportion of 14 teaspoonful 
of gelatine to a glass of milk. 


To safeguard against impurities and dis- 
turbing acidity it is essential to specify a 
plain, unflavored, unsweetened gelatine, 
such as Knox Sparkling Gelatine—the 
Highest Quality for Health. 


A package of Knox Sparkling Gelatine, 
together with the physician’s reference 
book of nutritional diets with recipes will be 
sent free, to any physician if he will write 
to the Knox Gelatine Laboratories, 438 
Knox Avenue, Johnstown, N. Y. 
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The Anti-rachitic Property of S. M.A. 


ARLY in the experimental 

work on S. M. A. cod-liver 
oil was recognized in its im- 
portant double role as a source 
of fat soluble “A” growth factor, 
and as a preventive of rickets. 
Ever since 1914, therefore, 
there has been incorporated 
into the fat of S. M. A. an ade- 
quate amount of cod-liver oil. 


Thousands of physicians are 
prescribing S. M. A., with ex- 
cellent results, as an adaptation 
to breast milk for infants de- 
prived of breast milk. These 
physicians recognize that its 
anti-rachitic property is but one 
of the many sound nutritional 
principles embodied in S.M.A. 


Literature and samples sent promptly on request 


THE LABORATORY PRODUCTS CO. 
Cleveland, 


Ohio, U. & A. 
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ST. JOSEPH’S HOSPITAL (Phoenix) ANNUAL 
STAFF MEETING 

The annual dinner tendered by the Sisters of 
Mercy to the Medical and Surgical Staff of St. 
Josephs Hospital, was held at the Arizona Club, 
Saturday Evening, January 31st. Thirty-five mem- 
bers of the staff and two or three visitors were 
present. After the dinner had been successfully 
disposed of, Dr. Wylie, the chairman of the staff, 
announced that the main business of the evening 
was the election of the staff officers for the en- 
suing year. He recalled that the staff had adopt- 
ed, at the beginning of the year, an amendment to 
the by-laws which stipulated that only those staff 
members who had attended two-thirds of the regu- 
lar meetings during the previous year would be 
entitled to vote and hold office. The staff mem- 
bers who had so qualified were as follows: Drs. 
Bailey, Brockway, Carson, Couch, Drane, Felch, 
Gudgel, Holmes, McIntyre, McLoone, Milloy, Mills, 
Schwartz, Shields, Smith, Stroud, Sweek, Thaver, 
Thomas, Vivian, Watkins and Wylie. 

After some discussion regarding method of 
selection of the staff officers, the election resulted 
in the following officers: 

Dr. Win Wylie, Chairman. 

Dr. W. W. Watkins, Secretary. | 

Drs. Willard Smith, H. B. Gudgel, J. J. Mc- 
Loone, Fred Holmes and G. M. Brockway, mem- 
bers of the Executive Committee. The amend- 
ment making the hospital pathologist a member, 
ex-officio, of the Executive Committee was adopt- 
ed 


There was discussion regarding the taking of 
the personal histories of the patients, and motion 
was carried asking the hospital to provide a com- 
petent historian for this purpose, to take the per- 
sonal history of every patient entering the hos- 
pital, supplement that which is already provided by 
the attending physician or surgeon, or taking the 
history complete, if none is furnished on entrance. 

Motion was made and carried that the hos- 
pital be asked to cooperate in the securing of 
autopsies on all patients dying in the hospital. 

A rising vote of thanks. to the Sisters of Mercy 
for their hospitality was voted, as the meeting ad- 
journed. 

W. W. WATKINS, 
Secretary. 


MEDICAL’ AND SURGICAL STAFF OF THE 
ARIZONA DEACONESS HOSPITAL (Phoenix) 

The regular January meeting of the Medical 
and Surgical Staff of the Arizona Deaconess Hos- 
pital was held January 24th with the following 
doctors present: 

Drane, C. B. Palmer, Greer, Felch, Mills, 
Slaughter, Bailey, Randolph, Charvoz, Fattebert, 
Couch, Holmes, Schwartz, Wilkinson, Dameron, 
Vivian, Little, Goodrich and Brown. 

The minutes of the last meeting were read 
and approved. The secretary reported that he had 
complied with the vote of the staff to invite all 
reputable physicians of the city not now members 
of the staff, to become members of the staff. One, 
Dr. H. H. Stone, had been heard from and he con- 
veyed the staff his thanks and said he would be 
glad to comply and sign the staff book at his first 
opportunity. 

Dr. Drane for the Medical team discussed Case 
No. 3353. 

Female, American, 42; collapsed on pavement 
feeling acutely ill after leaving cafe having eaten 
oyster soup and was brought to hospital; skin 
pale; covered with cold sweat. hb. 89%; leuc. 
5,200; polys 76; no pulse in wrist; after stimu- 
lants and heat, pulse 96, temp. 100, resp. 32; feels 
and looks much better; during night pulseless, 
nauseated and vomiting; pain in stomach; bright 


It is uniform, 
safe and reliable 


EVERY ingredient of the best quality, 
and our superior facilities and experi- 
ence as the originators insures satis- 
faction. 


ADVOCATED extensively by the med- 
ical profession, over one-third of a cen- 
tury, in the prescribed feeding of in- 
fants, invalids and convalescents gen- 
erally. 


Avoid imitations Samples prepaid 


Horlick’s Malted Milk Co. 
Racine, Wis. 


Asa General Antiseptic 


in place of 
TINCTURE OF IODINE 
Try 


Mercurochrome-220 Soluble 
(2% Solution) 


It stains, it penetrates, and it furnish- 
es a deposit of the germicidal agent 
in the desired field. 


It does not burn, irritate or injure 
tissue in any way. 


HYNSON, WESTCOTT & DUNNING 
Baltimore, Maryland 


Extensively Prescribed 
The Original 


red stool; death 12 hours after admission. Au- 
topsy; histologic examination of stomach and colon 
showed normal mucosa; colon much contracted by 
spasm; diagnosis internal hemorrhage (location 
undetermined). 

Discussion: The autopsy added little or nothing 
to abstract given above. Dr. Drane said that poison 
and ruptured pragnancy would have to be con- 
sidered. 

Dr. Dameron said that indirectly he knew that 
this woman had suffered for a long time with high 
blood pressure. He said that he believed there 
was no reason to think poison played any part 
whatsoever. 

Dr. Mills said that the fact that hemorrhage 
was not found tended to make the diagnosis of 
concealed hemorrhage incorrect. 

Dr. Greer asked what causes might there be 
for such a low leucocyte count. 

Dr. Goodrich says a hemorrhage gives a 
marked rise of leucocytes. Dr. Greer replied that 
his experience was that the leucocyte count may 
not rise rapidly after hemorrhage. 

Dr. Brown said that it seemed to him that the 
case should have been one for a coroner’s report. 

Dr. Goodrich said that possibly the heart might 
have ‘been the primary cause. 

Dr. Felch reported a patient which he au- 
topsied that gave a similar history and all that 
was found was a dilated heart with valvular vege- 
tations. She had been seen by several men and 
no diagnosis made. 

Case. No. 3383 was discussed by Dr. Greer of 
the Surgical Committee. The abstract follows: 

Male, American, 8. sickly baby; subject to 
bronchitis in winters; pertussis and miningitis at 
three; tonsils and adenoids removed at five; ill 
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Your X-RAY _ Supplies 


Get Our Price List and Discounts on Quantities 
Before You Purchase 
HUNDREDS OF DOCTORS FIND WE SAVE THEM 
FROM 10% te 25% ON X-RAY 
LABORATORY COSTS 
AMONG THE MANY ARTICLES SOLD ARE 
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Eastman, Super Speed or —_ films. Heavy dis- 
counts on standard package lots. X-Ograph, East- 
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One Scoreand Six Years Ago 


our founders brought forth on this Continent 
a New Idea, 


conceived in Security 

and dedicated to the Proposition 
that Professional Men 

should be equal to 

their Malpractice Hazards. 


Today--- 


Professional Protection is no longer an Idea. It 
is a Necessity in every practice, a Service as im- 
portant to the Doctor, as is his service to the Patient. 


Medical Protective Service has saved Millions of 
Dollars; 


eliminated endless Worry; 

maintained Reputations; 

proven professional Proprieties ; 

in fact, has been and still is — 

the Greatest Emancipator of 

Professional Men from Malpractice Hazards. 
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A Compact, Yet Practical X- Ray 
Outfit for the Physician’s Office 


— 
Victor Stabilized Mobile 
X-Ray Unit 


Here is an outfit which has solved 
the problem for hundreds of physi- 
cians who desire compactness as one 
of the first requisites in an X-Ray 
outfit, without any sacrifice in the 
quality of radiographs produced, and 
combining simplicity and conven- 
ience in operation. 


The Victor Stabilized Mobile X-Ray 
Unit is a complete, self-contained 
unit incorporating the Victor-Kears- © 
ley Stabilizer—an exclusive Victor . 
feature—which standardizes tech - 
nique and insures good radiographs 
consistently. This Stabilizer is one 
of the most important X-Ray de- 
velopments in the last decade, hav- 
ing made possible the wider use of 
X-Rays Ly physicians, thru greatly 
simplifiedcontrolanduniform results. 


Note the large rubber-tired casters 
which make it a truly mobile outfit, 
easily shifted around the room. 


Hospitals, too, are supplementing 
their stationary X-Ray equipment 
with this Mobile Unit, finding it 
ideal for bedside work in cases where 
the patient cannot be conveniently 
moved to the X-Ray laboratory. 


What are your X-Ray requirements? We can 


help you meet them in the most practical way 


VICTOR X-RAY CORPORATION, 236 South Robey Street, Chicago, IIL 


DALLAS, TEXAS: VICTOR X-RAY CORPORATION OF TEXAS 
2503 COMMERCE STREET 
LOS ANGELES, CALIF.: 


9514, S&S. OLIVE STREET 
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two weeks with ear discharge before admission; 
therapeutic lamp treatments with apparent bene- 
fit; markedly tender mastoid; xray of mastoid 
showed pathology in cells; staph in ear discharge; 
leucocytes 11,000, 14,800, '27, 000 before admission; 
urine 1,030; alb trace; acetone and diacetic acid, 
positive; mastoidectomy Dec. 18. hb. 82% leuc. 
42,600; polys 85%; blood culture streptococci; 
spinal fluid 280 cells per cc with no bacteria on 
smear nor culture; blood culture grew streptococ- 
ci; temp. 101 to 103.6; pulse 84 down to 58; rest- 
less and delirious; mercurochrome and antistrep- 
toecoccic serum given without apparent benefit; 
no neurologic examination records; death sixth 
day after admission; no autopsy. diagnosis, mas- 
toid infection; streptococcic septicemia. 


Discussion: Dr. Greer went into detail in read- 
ing from the history and said that this was a very 
good history and that there could be no question 
about the diagnosis. 

Dr. Greer asked about certain therapeutic pro- 
cedures; why aspirin was given, why strychnine 
was given and what the dosage of antistreptococcic 
serum should be and why camphorated oil was 
given. He asked what results the men generally 
were getting from the use of mercurochrome. 

Dr. Watkins said that he wished to discuss 
one question, i. e. the giving of antistreptococcic 
serum. He said that there is just one way to give 
antistreptococcic serum, and that is in large doses 
from 100 cc up to 500 cc or more per vein. This 
serum is not antitoxic but is bacteriolytic only. 
The first dose should be large; repeat often and 
in large doses. 

Dr. Felch said he would like to ask what ef- 
fect it would have on blood pressure to introduce 
such large amounts of the serum and whether it 
would do any good to withdraw blood first. 

Dr. Bailey, surgeon who had been in charge 
of the case under discussion, said that he felt very 
kindly toward antistreptococcic serum as it had 
been administered to himself; it was the 100 cc 
doses which did him good. 

In this case, however, this was a small boy 
and 25 cc seemed to be a fair sized dose. 
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Dr. Bailey said he saw no results from the 
mercurochrome. 

Dr. Schwartz said he had seen this patient on 
third post operative day and that there were defi- 
nite history and findings of meningeal irritation. 
Pulse was slow; Kernig was positive; neck was 
stiff. The findings pointed to a brain abscess. He 
regretted that he had not left records of his find- 
ings. 

Dr. Bailey said that in looking up the litera- 
ture on antistreptococcic serum he found that it 
was generally advised to use it in large amounts 
but not to expect too much good from it. 

Dr. Holmes reported next on Case No. 3360. 
The abstract follows: 

Female, white, American, age 18; typical his- 
tory pulmonary involvement for 18 months or 
more; severe “smothering spells” at times; marked 
emaciation; flushed cheeks; lungs generally in- 
volved. findings however remarkably slight in 
comparison with general appearance ;legs swollen 
and right tender over femoral vein; heart large, 
apex 12 cm from median line and in 6th inter. 
space; abdomen generally tense, tender; urine neg; 
hb 48%; erythrocytes 3,080,000; leuc 20,200; polys 
85%; Wass. neg; T. B. comp fixation two plus; 
stool 6-8 T. B. per field; on 13th day suddenly be- 
came irrational, apparently unable to talk, and 
partially comatose. consultations with records; 
blood pressure low; spinal fluid neg; fluoroscope 
shows marked amount pathology through both 
lungs; death 16th day; diagnosis pulmonary 
phthisis (Military T. B.) (Secondary organism 
played prominent part) (Encephalitis.) 

Discussion: He said further that there was 
little of great interest about the case except the 
nervous seizure on the 13th day. The records 
were all fairly complete and to the point. The 
one point of special interest was why should the 
peculiar nervous manifestations have come. As 
there was no autopsy theorizing was futile. 

Dr. C. B. Palmer reported on Case No. 3352 
and said that as he himself had seen this patient 
in consultation, and he felt like saying the rec- 


Dennos for Indigestion 


Indigestion, especially the intestinal type, seems to respond 
favorably to the Dennos treatment. 


The method is simple, but effective. 
reported even in chronic cases. 


Cures have been 


In the ordinary cases of heartburn, flatulence, etc., Dennos 


usually gives instant relief. 


Samples and literature sent on request. 


DENN 


Ihe miJk 
modifier : 


The DENNOS FOOD Co., Portland, Oregon 
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Management of an Infant’s Diet 


Constipation 


Food not adapted to an infant’s digestion, elements not in 
proper proportion to normal or individual needs, overfeeding, 
underfeeding, sluggish peristalsis, are the most common causes of 
constipation in the artificially-fed baby. 

Every one of these determined factors being commonly 
associated with the daily intake of food, treatment other than dietetic 
is rarely necessary or advisable. 


Suggestions that point out the procedure to be followed in 
adjusting the diet to overcome constipation due to the stated causes 
are embodied in a 16-page pamphlet, which will be sent to physi- 
cians upon request. The suggestions offered are based upon careful 
observation extending over a long period and should be of much 
service to every physician who is at all interested in infant feeding. 


— | 


Mellin’s Food Co., Boston, Mass. ES 


HOSPITAL SUPPLIES 
PHYSICIANS’ EQUIPMENT 
SURGICAL INSTRUMENTS 
X-RAY APPARATUS 


R. L. Scherer & Co. 


697 Sutter Street, San Francisco 
736 S. Flower Street, Los Angeles 
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ords failed to.show the exact condition. Abstract 
of records follows: 

White, American, age 35, male; developed 


hospital day; no autopsy . 


sore throat on 10th; entered hospital on 12th; 
badly inflamed throat and tonsils; heart and lungs 
neg; (no other records of physical examination) 
slow progress on 14th; developed catarrhal con- 
dition of‘ bile ducts 15th; throat culture on 12th 
contained strep and pneumococci; urine 1027 and 
alb pos. pus cells 8-10; 75% hb; leuc. 10,300; polys 
89%; urine on 16th day contained bile; alb. trace 
and no leucin nor tyrosin; temp. went to 105; 
pulse 160, resp. 66; death on 7th day; breath and 
sputum very offensive. Diagnosis, Peri-tonsillar 
abscess and Catarrhal Jaundice. 

Discyssion: Dr. Palmer said the man had a 
septic pheumonia, even though the records failed 
to show it. 

Dr. Watkins said that recently in his own 
family there had been a throat with Vincent’s in- 
fection; these organisms: do not grow on culture 
and hence the diagnosis must be made from a 
smear. He thought it possible that the present 
case might have been due to Vincent’s infection, 
as pneumonia from Vincents-organisms often takes 
a turn similar to the case under discussion. 

Case No. 3367 was reported very briefly by 
the secretary. The abstract of the case follows: 

Female, American, 26, health generally had 
been good; tonsils large. Patient’s signed state- 
ment says uterus packed three times during two 
weeks previous to admission to hospital and pro- 
duced at least a partial abortion; during these 
two weeks developed fever and swollen painful 
joints; curettage on fourth hospital day; temp. 
101 to 105. resp. 30 to 50; course stormy entire 
time; urine alb 03%; hyaline and granular casts. 
hb 50%; erythrocytes 3 360,000; leuc 9,900; polys 
67%; blood cultures first staphs then staph and 
strep; later strep only; Widal negative; mercuro- 
chrome, acriflavin and anitstreptococcic serum giv- 
en repeatedly without apparent good; death 20th 
Diagnosis, streptococcic 
septicemia. 


Discussion: There was a general discussion 


“on the question of abortion and what should be 


done about the professional abortionist. It was 
thought by some that the County Medical Society 


“might take the question up with the State Board 


of Medical Examiners and with the County Attor- 
ney. 
The hour for closing arrived and the meeting 
stood adjourned. 
ORVILLE HARRY BROWN, 
Secretary. 


ANNOUNCEMENT 

The Ninth Annual Clinical Session of the Am- 
erican Congress on Internal Medicine will be held 
in Washington, D. C., March 9-14, 1925. 

Washington clinicians and investigators of at- 
tainment will devote the entire session to amphi- 
theatre and group clinics, ward “rounds,” labora- 
tory conferences, lectures, demonstrations of spe- 
cial apparatus and methods, and the exhibition of 
unusual scientific collections. Civilian and gov- 
ernmental services are united in the aim to make 
the week useful and memorable. 

Practitioners and laboratory workers interest- 
ed in the progress of scientific, clinical and re- 
search medicine are invited to take advantage of 
the opportunities afforded by this session. 

Address inquiries to the Secretary-General. 

WM. GERRY MORGAN, Pres., 
Washington, D. C. 


‘Frank Smithies, Sec’y.-Gen’l, 


-1002 N Dearborn St., 


*Chicago, Til. - 
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THE AMERICAN ASSOCIATION FOR MEDICAL 
PROGRESS 

The Friends of Medical Progress, a National 
Lay Organization incorporated in Boston, Massa- 
chusetts, in 1923 for the purpose of disseminating 
medical knowledge among the general public, is 
contemplating for the year 1925 a greatly extended 
program of service. 

Office headquarters, formerly located in Bos- 
ton, have moved to New York City, 370 Seventh 
Avenue, where cooperation with the more im- 
po'tant educational and health organizations will 
be facilitated. With the change in location also 
comes a change in name. The society will here- 
after be called the American Association for Med- 
ical Progress. 

Mr. Benjamin C. Gruenberg, well known to 
workers in the fields of education and public 
health, will take over the active management of 
the organization. 

In the past year approximately 72,000 publica- 
tions dealing with various phases of animal ex- 
perimentation, vaccination, etc., have been distrib- 
uted. An increasing number of similar publica- 
tions is planned for the current year. A lecture 
program will be developed and attention will . be 
focused on the formation of branch organizations 
throughout the country. 


NEWS NOTES 


DR. ROY THOMAS, of Los Angeles, was a 
visitor in Phoenix the latter part of January, com- 
ing over on account of the serious illness of his 
father, Dr. John Wix Thomas. 

DR. VICTOR SHELDON-SMITH, formerly with 
the Veterans’ Bureau in San Francisco, is now sta- 
tioned in Phoenix, with the Bureau for that dis- 
— He is a special consultant in surgical con- 

itions. 


OCTORS everywhere are heavy users of 
splints at this time of the year. We offer 
a timely combination ef useful splints. 

This special offer combination includes 1 
dozen Sayles’ Universal Aluminum Thumb 
and Finger Splints, regularly sold for 
$1.25; 1 dozen Setter’s Basswood Splints. 
regularly sold at 40 cents; and 1 dozen 
Universal Wire Gauze Splints, each 36 x 5% 
inches, regularly sold for $1.25 dozen. 


COMBINATION OFFER 


1 dozen of each of the above splints, regu- 
larly sold for $2.90 f.o.b. Hammond, Ind. 
Special price, $2.00. Postage extra. 


FRANK 8S. BETZ COMPANY, Hammond, Indiana. 
Enclosed is check for $ plus postage for which 
sets 2CJ Combination Splint Offers. 
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SUIT AGAINST DRS. CLYNE AND CALLENDER 

The malpractice suit brought by Mrs. Henin- 
ger, of Tucson, against Dr. Meade Clyne and Dr. 
R. J. Callender, of Tucson, jointly, was tried on 
Jan. 13th. Damages for $25,000 were sought for 
an alleged x-ray burn on the ankle. After two 
days’ trial, case went to the jury who brought in a 
verdict for the defendants, after being out only 
ten minutes. Dr. Clyne was defended by an in- 
surance company (Mr. Curley representing), while 
Dr. Callender was defended by the Medical Pro- 
tective Company (Darnall & Campbell, attorneys). 
The plaintiff had no expert testimony except an 
affidavit from an osteopath in Los Angeles, who 
has a “fly by-night” medical degree. The defend- 
ants introduced expert testimony by Dr. Jeremiah 
Metzger and Dr. W. W. Watkins, as well as the 
testimony of the defendants and the statement of 
Dr. Frost, of Los Angeles, that this was probably 
not an x-ray burn, but a chronic ulcer or some 
chronic skin infection. 


DR. DAVID L. FLANARY, an eye, ear, nose 
and throat specialist of St. Louis, well known to 
the medical profession of Phoenix, Arizona, is 
spending the winter months in that city. Dr. 
Flanary has been coming to Phoenix for the win- 
ter months for several years. 

DR. JOHN E. BACON, of Miami, Ariz., was a 
recent visitor in Phoenix, where he was one of 
the principal speakers at the Arizona Industrial 
Congress annual meeting. 

DR. JOHN WIX THOMAS, of Phoenix, Ariz., 
has been seriously ill with broncho-pneumonia, 
complicated by an empyema. The collection of 
pus was finally located and drained, and he is 
slowly convalescing. He will probably not be able 
to resume his practice for several weeks. 


DR. VICTOR RANDOLPH, formerly of San 
Francisco, has located in Phoenix, Ariz., where 
he will be associated in practice with Dr. Fred 
Holmes, in diseases of the chest, with offices on 
the fourth floor of the Goodrich building. 

DR. EDGAR H. BROWN, an orthopedist in 
Los Angeles, has located in Phoenix, to be engaged 
in the practice of his specialty. He has offices on. 
the sixth floor of the Goodrich Building. 


DR. GEORGE SHIELDS, formerly of Lichton, 
Ariz., has moved to Yuma, where he will be %o- 
cated in general practice in the future. His work 
i has been taken over by DR. R. L. 


DR. E. E. MANSFIELD is now located at Sac- 
aton, Ariz., in the U. S. Indian Service. 


Fellow executives, department heads and rep- 
resentatives of the sales staff of E. R. Squibb & 
Sons on January 3rd, at the Hotel Commodore, 
New York, participated in the celebration of the 
twentieth anniversary of the association of Vice 
President Theodore Weicker with the House of 
Squibb. The feature of the happy event was the 
presentation to Mr. Weicker by President Carleton 
H. Palmer, on behalf of those present of a rock- 
crystal service set with a center piece of old 
English spode ware. Although taken by surprise, 
Mr. Weicker, who had already addressed the mem- 
bers. of the Squibb Go-Getter Club, who had con- 
tributed the most consistent and constructive serv- 
ice during the year past, was quite equal to the 
new demand. H's graceful response was another 


convincing demonstration of the genuine inspira- 
tion and kindly consideration he has extended to 
his co-workers throughout the years that he has 
sturdily maintained the sterling principles of the 


820 Texas Street 


Southwestern Surgical Supply Company 


El Paso, Texas 


X-Ray Apparatus and Supplies 
Physio-Therapy Apparatus 
High Pressure Sterilizers 
Hospital Furniture 


Surgical Instruments 
Rubber Gloves 
Ligatures 
Abdominal Belts, Trusses, Etc. 
Lev'n Duodenal Catheters 


AGENTS FOR 


Engeln Electric Co. 
Hanovia Chemical & Mfg. Co. 


Bard Parker Co., Patented Knives. 
Chlorine Gas in tanks or ampoules. 


YOU ARE INTERESTED IN THE SOUTHWEST— 
WHY NOT PATRONIZE HOME INDUSTRY 


Kelley-Koett Mfg. Co. 
H. G. Fischer & Co. 
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House of Squibb as established by its illustrious 
founder, Dr. Edward R. Squibb. 

~ ° The presentation of rewards to the fifteen rep- 
resentatives of the sales staff who had qualified 
as the key Squibb Go-Getters during 1924, was an- 
other interesting feature of the program. R. D. 
Keim, director and general sales manager, acted 
as toastmaster at the banquet and presided at the 
reception which followed. 


GRANT COUNTY (N. M.) NEWS ITEMS 

DR. W. R. ABBOTT, formerly Clinical Director 
of the Veterans Bureau Hospital at Fort Bayard, 
has retired from the service and is now in private 
practice in Chicago. 

DR. ALBERT MARTIN. of the Veterans Bu- 
reau Hospital at Fort Bayard, has been transferred 
to Camp Kearny, Calif. 

DR. L. B. ROBINSON, of the Veterans Bureau 
Hospital at Fort Bayard, has been transferred to 
Dallas, Texas, and will leave soon for duty at that 
lace. 

. DR. O. J. SCHMIDT, of Fort Bayard, N. M., 
has. moved to Minnesota, where he is in private 
practice. 


DIPHTHERIA EPIDEMIC IN GRAHAM COUNTY 

About the middle of October, diphtheria ap- 
peared in one of the schools in Thatcher, Ariz. 
Dr. Dr. W. E. Platt, the County Health Officer, 
realizing the gravity of the situation, immediate- 
ly began immunizing all contacts with antitoxin. 
He also seized the opportunity and capitalized the 
sentiment in the community, to the end that all 
the school children of that county might be im- 
munized against diphtheria. Beginning with the 
schools in Thatcher, he continued the work until 
practically every school child under twelve years 
of age in the county has been immunized with 
toxin-antitoxin. Also all older children (over 12 
years) who reacted to the Schick test, have been 
immunized. Dr. Platt reports that there have 
been about one hundred cases of diphtheria since 
October 15th, and that he has immunized with 
- toxin-antitoxin about 1650 school children and 
adults who proved to be non-immune. None of 
the children who received antitoxin developed diph- 
theria; several who received toxin-antitoxin con- 
tracted diphtheria before sufficient time had 
elapsed for immunity to develop (this requiring 
about three months).. Four or five children who 
reacted negatively and were classed as. immune 
developed diphtheria. This led him to abandon 
the testing by Schick tests, and to immunize all 
children under twelve years of age. The negative 
reactions may have been due to imperfect technic, 
to improper interpretation of the reactions, or to 
the fact that the children were on the borderline 
and were only partially immune, unable to resist 
an overwhelming infection when exposed to it. 
This is one of the most comprehensive and valu- 
able pieces of public health work which has been 
performed in Arizona, and Dr. Platt is to be con- 
graiulated in carrying it through and on the co- 
operaiicn which he was able to secure ip his 
county. 


MANY CHANGES IN GOODRICH BUILDING 
Phoenix, Ariz. 

With the completion of the two additional 
stories on the Goodrich Building, several physi- 
cians and surgeons have moved into the structure; 
others have changed location and enlarged their 
quarters in the building. It is now occupied al- 
most entirely by physicians and dentists. Prox: 
imity to the Pathological Laboratory makes loca- 
tions in the building very desirable. The Labor- 
atory occupies the entire third floor of the older 
Portion of the building, connecting by a short 
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flight of stairs with the third floor of the main 
building. The Laboratory did not move its quar 
ters, but will make some interior changes which 
will facilitate the handling of x-ray cases, and will 
shortly complete the installation of new diagnostic 
equipment costing about $5,000. 

Drs. Martin & Schwartz have moved from the 
second floor to the sixth floor, where they have 
larger and more conveniently arranged quarters. 

Dr. W. W. Wilkinson has moved from the sec- 
ond floor to the fourth floor. 

Dr. Fred Holmes has moved from the second 
floor to the fourth floor, and has ated. with 
him in his specialty of chest diseases, Dr. Victor 
Randolph, recently from San Francisco. 

Dr. E. R. Charvoz has moved from the second 


floor to the sixth floor, where he will occupy suite 
ception room with Dr. O. H. Brown. 
Dr. 


. E. C. Bakes has moved from the fourth 
floor to the fifth floor. 

Dr. T. E. McCall has moved from the second 
floor to the sixth floor, where he will occupy suits 
with his brother, Dr. R. A. McCall, the dentist. 

Dr. J. L. Borah, the dentist, has moved from 
the second to the fifth floor, and will have in as- 
sociation with him, Dr. Pafford. 

Dr. I. L. Garrison, formerly in the Heard Bulid- 
ing, has moved into the quarters vacated by Drs. 
Martin & Schwartz, on the second floor. 

The rooms vacated by Dr. Wilkinson, on the 
second floor, will be occupied by Dr. Logan Dam- 
eron (dentist) and Dr. Grant Monical, who comes 
from the Ellis Building. 

Dr. George Goodrich has moved from the 
Heard Building into an attractive suite of rooms 
on the fifth floor. 

Dr. Orville H. Brown has moved from his 
North Central Ave. office into the Goodrich Build- 
ing, occupying reception room jointly with Dr. 
Charvoz, on the fifth floor. 

Dr. Edgar H. Brown, orthopedist, will occupy 
offices on the sixth floor. 

There are one or two very attractive suites 
still unoccupied in this building, and the land- 
lord (Mr. Roy Goodrich) is holding some of them 
in reserve pending decision by one or two groups 
who are considering them. When these are filled, 
as they doubtless will be, more than half of the 
physicians of the city will be tenants of this 
building. 


A NEW MERCURIAL 
What has been done for arsenic by the skill 


-and patience of Ehrlich and his co-workers—that 


is to say, the presentation of it in a form that 
combines spirocheticidal activity with compara- 
tive safety of administration—has been done, it 
seems, for mercury also. This has long been the 
aim of chemical research—to find a mercurial com- 
pound that would kill the spirochete of syphilis 
without injuring the patient; in other words, a 
mercurial compound that could be administered in 
spirocheticidal doses. 

Dr. Gruhzit, of the Parke-Davis laboratories, 
reports the demonstration of this property in Mer- 
curosal administered intravenously to animals in- 
oculated with syphilis. Two, or at the most three, 
doses eliminated the spirochetes completely from 
the syphilitic lesions. The doses corresponded to 
a dose of 0.2 gram for a man weighing 150 Ibs., 
and it is believed that ten or twelve intravenous 
injections of a dose of this size should change 
a positive Wasserman to a negative in the pri- 
mary stage of syphilis. Nevertheless, arsenic also 
(in the form of arspenamin) or bismuth (as the 
salicylate) is advised, and a continuation of the 
treatment at intervals for two or three years. - 

Literature on Mercurosal is offered to physi- 
cians by Parke, Davis & Co., the manufacturers, 
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POLLEN ASTHMA 


EASONAL asthma is usually caused by 
pollen sensivity. Even in perennial asth- 
. ma, pollens are frequently found to be 
primary or secondary causative factors. 
Hence, it is now recognized that in the diag- 
nosis of asthma, pollen proteins should be 
used in association with food, epidermal, 
bacterial and other proteins. Diagnostic 
pollens are, however, of particular import- 
ance when testing cases where symptoms 
are actuated during the pollinating 
season. 


List of Pollens showing regional distribution 
and time of pollination sent on request. 


THE ARLINGTON CHEMICAL COMPANY 


~ Yonkers, New York _ 
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E. H. McCLURE COMPANY 
DALLAS, TEXAS 
Surgical Instruments and Physicians’ Supplies of Every Description 


Sterilizers, Disinfectors, Beds, Ward Furniture and Hospital Equipment 
of All Kinds 


P. B. GRUBBS, 3513 Fort Boulevard, 
Western Representative 


In Bronchitis and Tuberculosis 


Calcreose is particularly suitable as an adjunct to other 
dial es. Calereose contains 50% creosote in com- 
ination with calcium. Calecreose has all the pharmacologic 

‘activity of creosote but is free from untoward effects even when 

taken in large doses for long periods of time. 


Sample 4 grain tablets supplied to physicians upon request. 
THE MALTBIE CHEMICAL Co., NEWARK, N. J. 


Elastic Hosiery 


ABDOMINAL 
SUPPORTERS 


made to order from 
fresh, live rubber, by 
competent workmen, 
giving you a perfect 
fit and fresh durable 
goods. Also Office Fur- 
niture and Dressings. 
An Up-to-Date Stock 
at right prices. 


KENISTON & ROOT 


418 W. Sixth St., Los Angeles, Cal. 
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MATERIAL 


The Real Value of 
MEAD’S DEXTRI-MALTOSE 


in Infant Feeding 


MEAD’S DEXTRI-MALTOSE (Dextrins & Maltose) is a 
form of carbohydrate that, when added to cow’s milk and 
water in the proportions best suited to meet the nutritional 
demands of the bottle-fed infant, usually gives gratifying 
results. These gratifying results are due to: 


Ist. Dextri-Maltose is a form of carbohydrate readily 
assimilated by the average infant and less liable to 
cause digestive disturbances. 


2nd. The control of the infant feeding case which the 
physician can easily exercise due to the ethical policy 
of Mead Johnson & Company. 


In addition to 


MEAD’S DEXTRI-MALTOSE 


Mead also offers for the 
physician’s approval 
MEAD’S CASEC 
(For the simple preparation of protein milk) 
and 


MEAD’S COD LIVER OIL 
(A standardized antirachitic agent) 


The Mead 
Policy 


Mead’s Infant Diet Materials are 
advertised only to physicians. No 
feeding directions accompany trade 
packages. Information in regard to 
feeding is supplied to the mother 
by written instructions from her 
doctor, who changes the feedings 
from time to time to meet the nu- 
tritional requirements of the grow- 
ing infant. Literature furnished 
only to physicians. 


Samples of these infant diet materials and 
literature describing their use will be sent 
at the physician’s request. 


MEAD JOHNSON & COMPANY 
Makers of Infant Diet Materials 
EVANSVILLE, INDIANA, U. S. A. 
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Toxin Antitoxin (Lederle) 


For Immunization 


Against Diphtheria 


Park conclusively demonstrated the value of 
diphtheria immunization with Toxin-Antitoxin 
Mixture. Immunity still persists in over 90% of 
children immunized six years ago. 


Toxin-Antitoxin (Lederle) is made according 
to Park’s modified formula, containing one-tenth 
L plus dose of toxin. 


Studies during the past two years show that 
-no severe reactions followed the use of this modi- 
fied formula either in children or adults. This 
product therefore permits of universal immuniza- 
tion against diphtheria. 


Lederle Antitoxin Laboratories 


511 Fifth Avenue, 


New York City 
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